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Abortion—A National Health Problem* 


GERTRUDE NIELSEN, M.D. 
NORMAN, OKLA. 


The publication three or four years ago 
of the reports on maternal mortality in 
New York and in 15 states made a great 
impression both upon the medical pro- 
fession and upon laymen. It was appalling 
to learn that 375,000 women have died 
during the last 25 years in fulfilling their 
physiological function, as compared to 244,- 
000 soldiers killed in all the wars waged 
by this country. Many papers have been 
read at medical meetings on such causes 
of the high maternal mortality as toxemia, 
puerperal hemorrhage, and sepsis. How- 
ever, it is only in the last year that we 
have begun to face one of the chief causes 
of our high maternal mortality, namely 
abortion. According to our best informa- 
tion, this cause alone is responsible for 
more than 25 per cent of all maternal 
deaths. 

Abortion is not primarily a medical 
problem. It is a public health problem 
closely linked with our social, economic 
and religious life. However, it seems to 
me of importance that we as obstetricians 
and gynecologists study carefully the re- 
liable data which have recently been fur- 
nished by various excellent surveys. 

As far back as human records go there 
is evidence of the desire of the race to 
maintain some control over the number of 
offspring. Until the recent advent of con- 
traception this was done by abortion and 
infanticide. 





*Read before the Section of Obstetrics and Pediatrics, An- 
nual Meeting, Oklahoma State Medical Association, Tulsa 
May, 1937 


We find the first written prescriptions of 
abortifacient drugs as early as 2600 B.C. 
in China, and in the Ebert papyrus of 
Egypt the first list of abortion instruments 
was recorded. In Greece Plato and Aris- 
totle on one side and Hippocrates on the 
other were having the same feud as sociol- 
ogists and physicians of today. Hippocra- 
tes considered abortion an improper but 
necessary expedient. However, knowing 
about the injuries and sequelae of the 
practice, he was opposed to putting aborti- 
facients into the hands of the laity. 

A moral and religious attitude towards 
abortion appeared in the teaching of the 
Old Testament: “be fruitful and multiply.” 
Nevertheless, the Jews permitted abortion 
within 40 days after conception. Only 
after the advent of Christianity was in- 
terruption of pregnancy designated as 
murder. 

Some primitive peoples practiced abor- 
tion so extensively that the Paraguayans 
almost died out as a result of excessive 
abortions. Records show that some Indian 
women underwent as many as 33 abortions. 

In the civilized world there is a steady 
rise in the frequency of abortions, the fol- 
lowing factors being responsible according 
to Taussig: The secularization of thought 
the increasing hedonism or pleasure phil- 
osophy, urbanization and the frantic desire 
to raise the economic standards of living, 
and last but not least, the slowness with 
which scientific contraceptive knowledge 
spreads. 

Although as we have seen, the practice 
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of abortion has been known as far back as 
historical records go, it is only in our time 
that it has become a serious menace to 
society. 

In the first place, the practice of abortion 
is apparently more responsible for the de- 
clining birth rate than the use of contra- 
ceptives. Secondly, it is the cause of a 
tremendous waste of human lives. Third- 
ly, it carries with it more or less serious 
disability for a huge number of women. 
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Estimated by deducting from the 1932 rate, the average 

reduction during the last preceding five years. 

The plate shows the birth rate curve 
for the United States from 1915 to 1933. In 
1915 there were 25 births per 1,000 popula- 
tion. Apart from the irregularity caused 
by the war, the curve shows a steady de- 
crease. There were more than 120,000 
fewer births in 1932 than in 1931, and in 
1933 the birth rate fell below the 16.6 births 
per 1,000 population which are necessary 
to maintain a stationary population. If 
this decline in birth rate continues, serious 
social consequences will obviously follow. 

Since the vast majority of all abortions 
are illegal, and performed with the great- 
est possible secrecy, it is very difficult to 
estimate the total number of abortions per 


year. The following shows how greatly 
the various estimates differ. 
Births, 1929 2,400,000 
Abortions—Taussig 700,000 1:3. births 
Rongy 2,000,000 1:1 births 
Plass 500,000 1:5 births 
Stillbirths 100,000 
Maternal deaths 16,000 
Abortion deaths 8,000 
Deaths from heart disease 4,000 
Deaths from cancer 2,000 


The total number of births in 1929 was 
2,400,000. Taussig on the basis of a calcu- 
lated number abortion deaths and the mor- 


tality rate, estimates that at least 700,000 
abortions occur in this country per year. 
That is to say that there is one abortion to 
every 3.5 births. Rongy, basing his esti- 
mate on data obtained in cities, arrives at 
a figure almost three times as high. Plass, 
on the other hand, using rural data, ar- 
rives at a figure somewhat lower than 
Taussig. If we add to the number of fe- 
tuses lost by abortion the number of avoid- 


- able stillbirths we get the total number of 


so-called preventable fetal deaths. If we 
further add the number of maternal deaths, 
and consider the high morbidity and se- 
rious sequelae associated with abortion the 
figures become truly staggering. 


There are about 16,000 maternal deaths 
annually; of these about half are caused by 
abortion. In other words, the number of 
women who die as a result of abortions is 
almost twice as great as the number of 
men and women who die from heart di- 
sease, and four or five times as great as 
the deaths from cancer. 


Registered abortion deaths 3,000 
Concealed abortion deaths, puerperal 500 
Concealed abortion deaths, others 3,500 

Total 7,000 


Average discrepancy between male and female 
deaths 


Peritonitis 152 surplus of women 





Yellow atrophy 98 surplus of women 
Tuberculosis 3,035 surplus of women 
Circulatory diseases 2,064 surplus of women 
Nephritis 1,774 surplus of women 

Total 6,873 surplus of women 


The foregoing reveals how Taussig ar- 
rived at his figures. There are about 3,000 
registered abortion deaths annually. The 
New York and the 15 states report esti- 
mated by meticulous follow-up and per- 
sonal interviews of the attending physi- 
cians that there was an error of one in 
every six death certificates. That gives 
about 500 additional abortion deaths. Fi- 
nally, there are the deaths concealed under 
other headings. 


Comparing the number of male and fe- 
male deaths from such conditions as peri- 
tonitis, yellow atrophy, tuberculosis, di- 
seases of the circulatory system, and acute 
and chronic nephritis he found a startling 
excess of female deaths. Assuming that 
half of this excess is actually due to abor- 
tion mortality, he finally arrives at the 
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total of 7,000 abortion deaths. 
he considers as a minimum. 

The percentage of each type of abortion. 
according to Taussig and Plass, is shown 
as follows: 


This figure 


Types of abortions: Taussig Plass 
Spontaneous 25-30% 34% 
Therapeutic 10-15% 5% 
Criminal 60-65 % 61% 


50% of criminal abortions performed by physicians. 
20% of criminal abortions performed by midwives. 
30% of criminal abortions performed by patients. 
90% married multiparous women. 


The reasons given were: 


I I i scascnaicicenpiisinepisiaipatanonreuiitagl 29% 
Unmarried women, widows trying to con- 
ceal their social relationships 
Health reasons: debility, difficult yrertens 
deliveries, health of husband . 1 


Unhappy marriage .. 

In the cities the Seeinteigs of criminal 
abortions is even higher, perhaps as high 
as 85%,. According to Kopp, who analyzed 
10, 000 case histories, about half of the crim- 
inal abortions are performed by physicians, 
20 per cent by midwives, and the rest by 
the patients themselves. It is estimated 
that 90%, of all criminal abortions are per- 
formed upon married multiparous women. 
This information is obtained from birth 
control clinics and is considered quite re- 
liable. While patients rarely give infor- 
mation when they are afraid of social or 
legal implications, they freely tell about 
past abortions. 


In New York state all abortions are re- 
ported from dispensaries, hospitals and 
other places to the state department of 
health. According to Kahn, the figures 
show that the number of illegal abortions 
doubled from 1926 to 1930 and doubled 
again from 1930 to 1933. 

As you know, in Russia abortion was 
legalized for a number of years and the 
operations were carried out in hospitals 
by qualified physicians. The outcome of 
this experiment in legalized abortion is ex- 
tremely interesting. Statistics from one 
abortion clinic in Moscow indicates: 


175,000 abortions 9 deaths 5/100,000 
53,000 abortions 16 deaths 30 /100,000 


Total 228,000 abortions 25 deaths 10 /100,000 


1931 Hospitals 
Outside 





Death rate in Ruasia cle 1:10,000 
Death rate in U.S.A. 120 :10,000 
Perforation—164 in 191, 000 abortions ; . 0.09% 
Later pelvic pathology... falas an © 


In 175,000 hospital abortions there oc- 
curred only nine deaths, and in 53,000 abor- 


tions on the outside there were 16 deaths. 
Adding up we get 25 deaths in 228,000 abor- 
tion cases or a rate of little more than | in 
10,000 cases. In this country where abor- 
tions are not legalized the death rate is 
estimated to be 120 times as great. In Mos- 
cow the most frequent complication was 
perforation, while sepsis, which is so com- 
mon in other countries, was negligible. 


However, although the mortality in Rus- 
sia was so low, the sequelae were such that 
abortions were restricted again last year 
after an energetic campaign for the in- 
creased use of contraceptives. The follow- 
up of the abortion cases showed some pel- 
vie pathology in 43 per cent of the cases. 
In addition, many of the women became 
sterile, or in subsequent pregnancies had 
miscarriages, difficult labor, adherent pla- 
centa or postpartum hemorrhage. Also 
ectopic pregnancies, menstrual disturb- 
ances, endocrine dysfunctions and func- 
tional neuroses occurred in great numbers. 
There is hardly any gynecological condi- 
tion in which abortion does not play an 
etiological role. 

The figures which I have quoted show 
that abortions, perhaps as much as vene- 
real diseases, are responsible for a large 
amount of illness and high mortality. In- 
quiring into the causes for abortion, Taus- 
sig says: “So powerful and universal is the 
instinct of motherhood that, when a woman 
is impelled to do away with the child with- 
in her body, we may feel sure that the 
fault lies primarily with the special condi- 
tions under which she is living.” 


He lists the following chief causes: 

(1) Economic distress. This is by far 
the greatest single factor. 

(2) Occupational changes which have 
made women bread winners. 

(3) Illegitimacy. This factor is less 
dominant today than a generation ago. 

(4) Domestic relations such as drunk- 
enness or desertion on the part of the hus- 
band. 


Now, if poverty and economic insecurity 
are the main causes of abortions, nothing 
short of a more equal distribution of wealth 
can fully solve the problem. However, it 
is not the task of physicians to change the 
economic order, and the change may be 
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very slow to come. In the meantime, we 
can greatly relieve the situation by helping 
to make contraceptives available toa 
larger part of the population. 
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Congenital Hypertrophic Pyloric Stenosis* 


Frep A. Guass, M.D. 
TULSA, OKLA. 


As to what causes this hypertrophy, 
much is to be said in theory but not much 
in facts. Hirschsprung believed there was 
hyperplasia of the muscle fibres of the 
pyloric muscle, which he called primary 
developmental hyperplasia. It is true that 
due to this hypertrophy there is a narrow- 
ing of the pyloric lumen. On the other 
hand a great many observers today do not 
believe that hypertrophy accounts for all 
the symptoms and that there is associated 
spasm with the hypertrophic condition. 
That the hypertrophy is primary is most 
likely, since it has been demonstrated at 
birth in some cases and the symptoms only 
appear when spasm occurs. One rarely 
ever sees bile in the vomitus, and from this 
it may be taken that the hypertrophy in 
itself may cause almost complete obstruc- 
tion of the pylorus. The persistency of 
hypertrophy months after spontaneous re- 
covery or years after a posterior gastro- 
enterostomy proves, according to Sauer, 
that hypertrophy is not dependent on the 
spasm. The argument has been the ques- 
tion as to whether hypertrophy precedes 
the spasm or the spasm causes hyper- 
trophy. 

The familial occurence of this condition 
although unexplained is nevertheless in- 
teresting. The first case of congenital py- 
loric stenosis reported was by Armstrong 
in 1777 following autopsy findings, and was 
the third such case in the same family. 
Sauer reports two families in each of which 
there had been three cases, and twin boys 
in whom the condition was proved at au- 
topsy. Fingelstein described four cases in 





*Read before the Surgical Section, Annual Meeting, Okla- 
homa State Medical Association, Tulsa, May, 1937. 


one family and three in each of two other 
families. In my series I have seen two 
boys in the same family with congenital 
pyloric stenosis. Males are more frequently 
affected than females, the ratio being three 
or four to one. In my series of 26 cases all 
have been males. 


The frequency of congenital hypertro- 
phic pyloric stenosis is interesting. Hertz 
in 1916 reported that 2.7% of all children 
under one year of age showed this condi- 
tion. Walls compares appendicitis with 
pyloric obstruction and says that in a clinic 
totalling 5,000 cases each year he found, 
during a five-year period, five cases of 
acute appendicitis compared with 30 cases 
of pyloric stenosis. 


The diagnosis of this condition does not 
present much difficulty. The condition 
generally occurs in apparently normal in- 
fants in the second to fourth week of life; 
however, it may not show itself until the 
eighth to tenth week, and as said before, is 
usually in males. Projectile vomiting is an 
outstanding symptom, following the taking 
of milk or even water, associated with 
visible gastric peristalsis. Projectile vom- 
iting usually occurs within a few minutes 
after nursing, and frequently with nursing, 
and practically never contains bile. 

Constipation is marked and progressive, 
due to the lack of food, and is associated 
with progressive weakness and loss of 
weight. With these symptoms or associat- 
ed with them are usually cold extremities. 
The visible peristalsis after a few days be- 
comes quite accentuated, and as the condi- 
tion progresses; and frequently one sees 
the definite outline of the stomach, which 
becomes hypertrophied. Most observers 
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say that the presence of a palpable tumor 
at the pylorus is conclusive evidence in 
diagnosis of congenital hypertrophic py- 
loric stenosis. In regard to the palpable 
tumor I have never been able in my series 
of cases to regard this of much importance. 
I have never been able to positively con- 
vince myself I could detect a palpable mass 
at the pylorus. However, at operation a 
definite circular hypertrophy of the py- 
lorus has always been demonstrated; but 
I do not feel that if a tumor mass cannot 
be demonstrated, it should in any way in- 
terfere with diagnosis if other cardinal 
symptoms are present. 


Roentgenology, with barium meal of 
course, when showing obstructive evidence 
at the pylorus, is a positive diagnostic sign, 
but I do not feel that the use of X-ray ex- 
amination is necessary for diagnosis, and 
in the past few years have not used this, 
due to the fact that if the case becomes op- 
erative, as many do, the retention of bari- 
um in the stomach interferes considerably 
with the operative procedure as well as 
post-operative convalescence. 


As to the treatment, since there are so 
many theories regarding the etiology of the 
condition, there arises some question as to 
treatment, which may be medical or surgi- 
cal. Medical treatment as a rule consists of 
the use of some atropine preparation with 
heavy gruel feedings. I do not feel that 
medical treatment should be prolonged un- 
less there is noticeable and marked im- 
provement, as medically treated cases fre- 
quently come to surgery for surgical inter- 
ference, and if these infants have become 
much undernourished and dehydrated, 
which they undoubtedly do, they make 
very poor surgical risks. While on the other 
hand if these infants are not too much un- 
dernourished and dehydrated, the mortal- 
ity rate is not very high. In my series of 
26 cases I have had two post-operative 
deaths. 

In mild or questionable cases I feel that 
medical treatment is indicated; however, if 
the condition has gone on for four or five 
weeks, with marked dehydration and loss 
of weight, they should be treated medically 
to build up fluids; but with failure follow- 
ing this to gain weight, it is indeed indi- 
cated to use surgery. Blood transfusions 


are frequently helpful in severe cases. 
The operation of choice today, is, of 
course, Rammstedt’s operation. However 
in my earlier cases a gastro-enterostomy 
was done. In the Rammstedt operation an 
upper right rectus incision is made. Upon 
opening the peritoneum the stomach usual- 
ly shows hypertrophy, and at the pyloric 
portion there is always found a circular 
band of tissue which feels firm. This is 
grasped between the thumb and index fin- 
ger and an incision made through this tu- 
mor mass or hypertrophied area, longi- 
tudinally separating all fibres of the serosa 
and the muscular from the duodenal por- 
tion back along the pylorus. It is very es- 
sential to separate all muscle fibres, allow- 
ing the mucosa to bulge through the inci- 
sion, of course using care not to open the 
mucosa. If this should happen it is quite 
essential to re pair carefully to prevent 
leakage. I have always placed a small silk 
suture in each side of the incision, in order 
to hold this open to some extent, but I 
doubt very much if this is necessary. 


Hemorrhage from the incision in the py- 
lorus has never been of very much worry, 
excepting one occasionally meets with con- 
siderable oozing, making it necessary to de- 
lay operation in order to control this bleed- 
ing. After operation some three to four 
hours, water is started by mouth along 
with breast milk or barley water. 


As to anesthesia, of choice I have always 
used ether, drop method. Some operators 
do this operation under local anesthesia, 
but I have always felt that the operative 
procedure was made easier under general 
anesthesia, such as ether. Practically al- 
ways following operation the infant begins 
to retain nourishment and shows a notice- 
able gain in weight. 

My last case operated March 11th, 1937, 
weighed at time of operation 6'4 pounds. 
He gained weight as follows: 


Ist postoperative day... 7 Ibs. 

2nd postoperative day......................... -l Ibs. 7% 02. 
3rd postoperative day I Ibs. 12 02. 
7th postoperative day el tS el Tlbs.13 oz. 
9th postoperative day... 7 Ibs. 14% oz. 
llth postoperative day ..8lbs. 1 OZ 
12th postoperative day 8ibs. 2 oz 


servation six weeks following operation, 
and at that time weighed 10 pounds; his 
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general condition was good and he was 
taking and handling all nourishment. 
DISCUSSION 

Dr. Horace Reed, Oklahoma City: I quite 
agree with the essayist and Dr. Long that 
when I have been able to feel a tumor, I 
think I have always overstrained my imag- 
ination. Another point in the diagnosis is 
that these children have a large abdomen 
in the upper half, and a very flat almost 
scaphoid abdomen, very narrow, in the 
lower half. We have had the misfortune 
to be mistaken in certain cases even with 
careful study and consultation where we 
had evidence of obstruction in the stomach 
in which there was coexisting defect lower 
down. In one instance there was a termi- 
nal ileum which had never developed; it 
was just a narrow cord without an opening 
in it. In another case there was atresia of 
the pelvic bowel. In both of these cases 
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there was distention below the stomach. 
Then a point about the operation which I 
have found very valuable. I use the meth- 
od as suggested by Dr. Solomon, local anes- 
thesia until we get to the peritoneum or 
through it, then a whiff of ether. The point 
I have found most valuable is making a 
rather short incision, making it as high as 
possible, and when you have made it you 
have nothing but the liver in view when 
you first open the peritoneum. This acts 
as a valve and you do not have any extru- 
sion of the viscera if the patient happens 
to cough or strain. Then when you are 
through, again the liver drops back down 
and acts as a valve to prevent the extrusion 
that you might have if you make a low in- 
cision and one that is too long. 


Dr. Glass: I am very glad to have these 
discussions. As for Dr. Solomon’s point, I 
have always had that opinion myself. 
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CLINICAL LABYRINTHITIS 


THEODORE G. WAILS 
OKLAHOMA CITY, OKLA. 


Labyrinthitis may be classified in many 
Ways; some are important and some are 
not. For instance, there often is a retro- 
grade infection of the labyrinth from a 
contagious meningitis, and the entire inner 
ear may become filled with exudate and be 
completely lost. This would not be impor- 
tant clinically since one could do no more 
about it than if it had not become infected. 
On the other hand, it may be ascending 
from the middle ear; then it becomes very 
important clinically, since there is possi- 
bility of stopping it before it becomes a 
purulent meningitis. 


A classification as to bacteria is not very . 
practical because in old cases there is al- 
ways mixed infection, and in acute cases 
the patient must show some signs of re- 
sistance or you can do very little. 


A classification that tells us whether the 
lesion is circumscribed or diffuse, and 
whether it is serous or purulent will en- 





able us to tell whether it is possible to be 
of any help. Also we must know whether 
it is affecting only the bony wall of the 
vestibule and irritating the endothelial 
membrane, or whether it is actually inside 
the labyrinth, destroying the membrane. 
Also whether it is limited to a canal, in- 
vading the entire vestibular part, whether 
the cochlea is involved and whether the 
meninges are also being irritated or ac- 
tually infected through the endolymphatic 
duct, the cochlear or vestibular ducts and 
the internal auditory meatus. Whether the 
petrous pyramid and tip are also being de- 
stroyed, and whether there is a basilar 
meningitis developing, or a circumscribed 
extra dural or subarachnoid abscess de- 
veloping. All these things, we should try 
to ascertain, in order to treat an ear cor- 
rectly where the lesion has gone further 
than the middle ear and mastoid. 


In the first place a patient coming in 
with vertigo does not necessarily have a 
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labyrinthitis at all, particularly if there is 
no tinnitis, nystagmus or impaired hearing. 
One may have a giddiness as a reflex from 
eye strain, generally due to astigmatism 
slightly off the 90° axis. 


However, if the patient has spontaneous 
nystagmus, or impaired hearing, or marked 
tinnitis in either ear, with a history of ver- 
tigo on sudden change of position, then a 
careful, complete ear examination is in- 
dicated. 

I 

Circumscribed labyrinthitis may be 
traumatic, serous or purulent; and may af- 
fect only the bony capsule and irritate the 
endothelial membrane, or it may have ac- 
tually invaded the canal and still be lim- 
ited to one area. 


Case Report: A white boy, age five, en- 
tered University Hospital because of hav- 
ing a nail stuck into the left ear canal. 
There had been profuse bleeding through 
the drum. He had begun immediately to 
be so dizzy he could not stand and vomited 
all food, had spontaneous nystagmus, but 
could hear perfectly. He did not look sick 
and had no fever. Spinal punctures after 
several days showed normal spinal fluid. 
He evidently had a puncture into the vesti- 
bule with blood and serum thrown out into 
the vestibular portion and the cochlea un- 
affected, and no infection followed. The 
treatment was expectant and he made an 
uneventful recovery, the puncture wound 
healing without infection or fistula. 


Circumscribed labyrinthitis, purulent in 
type, from an erosion of the canal or vesti- 
bule in chronic otitis media, may be very 
serious. If the infection is inside the canal 
any attempt at treatment may start a dif- 
fuse purulent condition. However, if it 
is limited only to the bony canal and is irri- 
tating the membrane, then radical mastoid- 
ectomy is indicated. 


If the condition follows acute mastoid- 
ectomy, it may be an induced type (Rut- 
tin’s classification) and a simple mastoid- 
ectomy will suffice. 


Case Report: Mrs. C., female, white, age 
about 40, first seen two years previous, 
with occasional attacks of vertigo. Large 
superior posterior perforation, slightly 
moist. Spontaneous nystagmus present, 
caloric showed normally functioning ca- 


nals, fistula test questionable. Radical mas- 
toidectomy suggested and refused. Two 
years later symptoms had progressed until 
patient was unable to turn in bed or even 
turn her eyes without violent dizziness 
ending in vomiting. There was no lessen- 
ing of symptoms with time, as in latent 
purulent labyrinthitis, showing it was an 
irritative lesion rather than destructive. 
Fistula test now strongly positive, and 
hearing good for whisper and no signs of 
intracranial lesion. Radical mastoid oper- 
ation done and erosion found in Trautman’s 
triangle, including the posterior canal. All 
dead bone removed around this area. Pa- 
tient made uninterrupted recovery, and 
two months later is living a normal life 
with dry ear, no vertigo, and hearing not so 
good because of skin over oval window. 


Another case of circumscribed purulent 
perilabyrinthitis; i.e., irritative lesion. Mr. 
E., railroad engineer, about 48 years old, 
began having so many dizzy attacks he 
could not run his train. Examination show- 
ed spontaneous nystagmus and tinnitis, but 
hearing fairly good. Moist, old drum per- 
foration close to oval window. Fistula test 
positive. X-ray showed chronic mastoid- 
itis. Caloric showed good labyrinth func- 
tion, and patient incapacitated for work. 


Radical mastoidectomy done and drum 
and membrane around oval window care- 
fully removed, and this region was allowed 
to cover with granulation tissue and later 
be covered with skin, thus burying the sen- 
sitive vestibule. In about one month, pa- 
tient had dry ear; no dizziness, and has now 
been running his train since that time with 
no more attacks, though hearing has not 
been so good due to covering up the oval 
window; however, he can now work where 
previously he could not. 


One must be careful in these cases to not 
curette the lesion and turn an irritative 
lesion into a purulent destructive one. 

II 

Diffuse labyrinthitis may be serous or 
purulent. In the serous type there is a 
sudden effusion of blood or serum into the 
vestibular portion and produces (or it may 
be induced from an acute middle ear in- 
fection) the typical signs of Meniere’s syn- 
drome, and the cochlea may or may not be 
affected. These will usually clear up with 
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time, relieving the cause, generally high 
blood pressure, nephritis, or focal infec- 
tion, middle ear infection and occasionally 
toxic conditions, such as produced by qui- 
nine and tobacco. Large doses of ammon- 
ium chloride, grains eight, six times daily 
should be given. 


Diffuse purulent labyrinthitis, however, 
is rarer and more interesting. It may come 
through the round, or oval window, from 
an acute middle ear infection; it may come 
as the result of traumatic opening of the 
labyrinth; or from a chronic circumscribed 
purulent labyrinthitis which has been 
walled off in a canal; or it may come from 
an irritative perilabyrinthitis which has 
been activated by operation. 


Ruttin also makes a classification as to 
whether it is primary or induced from the 
middle ear. 


During the first few days the condition 
is manifest because the membranes have 
not died and the infection irritates differ- 
ent portions of the vestibular apparatus 
and cochlea. Therefore, the patient is sick, 
has spontaneous syntagmus, nausea, vom- 
iting, tinnitis, impaired hearing, falling and 
past pointing, and usually shows some cere- 
bral symptoms, such as headaches, pres- 
sure signs and cranial nerve palsies. 


The spontaneous syntagmus may be to- 
ward the lesion or away from it, and has 
no regularity at first. However, as pus de- 
velops and destruction occurs, then the 
function of the opposite ear becomes domi- 
nant and pulls the eyes slowly toward the 
affected ear. The cerebrum then quickly 
pulls the eyes back, producing the quick or 
cerebral component, which will thus al- 
ways be toward the good ear when the 
lesion is destructive. 


If the lesion remains serous and is in- 
duced from an acute tympanum, then a 
simple mastoidectomy will cure it. If it 
is secondary to a chronic mastoiditis and is 
still serous, then a radical mastoidectomy 
will cure it. If it is secondary to a chronic 
mastoiditis that has or has not had a rad- 
ical mastoid operation, and destruction of 
the membrane in the vestibule takes place 
as shown by all the above related symp- 
toms being present, plus inability to stimu- 
late the vestibule by the caloric method 
and with syntagmus present toward the 


good ear, then opening the labyrinth is in- 
dicated after the radical mastoid operation. 


If hearing is present, the cochlea may 
not be opened, but if all gone then the 
cochlea should also be opened. No one can 
tell for sure in the first few days of a laby- 
rinthitis whether it is diffuse serous or 
diffuse purulent, except by checking the 
spinal fluid frequently. 

A purulent condition will always show 
some irritation of the meninges, shown by 
cloudy fluid with the predominating cell 
polymorphonuclears, sugar reduced or ab- 
sent, globulin increased and the spinal 
pressure up. There may or may not be or- 
ganisms in the fluid. 


Organism may be present and the condi- 
tion can still become circumscribed and 
subject to treatment. So if on repeated 
spinal taps the total count decreases, the 
percentage of polys. decrease and the lym- 
phocytes increase, the bacteria disappear 
and the sugar returns, then there has been 
a circumscribed meningitis formed, and it 
is indicated to do a labyrinth operation, 
either a Newman, Hinsberg Richards, or 
Eagleton, depending on whether the coch- 
lea is involved and whether the petrous tip 
is involved. 

Case Report: A negro girl, age six, came 
into University Hospital, stuperous, spon- 
taneous syntagmus, both ears draining pro- 
fusely, swelling over both mastoids, both 
eyes turned in, chocked disc, increased re- 
flexes, no hearing and inability to stimu- 
late either labyrinth. Diagnosis of double, 
acute mastoiditis, double labyrinthitis, 
double petrositis and basilar meningitis 
was made. Spinal puncture done and 
cloudy fluid found but no organisms. Pa- 
tient died before operation was performed. 
Autopsy showed mastoiditis, labyrinthitis, 
petrositis and basilar meningitis on each 
side. One or two days earlier, this could 
possibly have been treated, as she did not 
have a general diffuse purulent meningitis. 


Case Report: Mrs. S., female, white, age 
about 47, came into University Hospital, 
with chronic otitis media and mastoiditis 
with recent exacerbation and involvement 
of the seventh nerve. Radical mastoid op- 
eration was performed by one of the staff. 
About one week later, she became dizzy, 
had spontaneous syntagmus, at first in any 
direction. She fell and past pointed toward 
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the affected ear. Could not hear with af- 
fected ear, vomited and developed some- 
what dull cerebration. Optic nerves show- 
ed some swelling. Spinal puncture showed 
about 3,000 white blood cells, mostly polys. 
and a gram negative bacillus, resembling 
colon bacillus. 

On daily spinal punctures the cell count 
dropped, the percentage of polys. dropped, 
the lymphocytis increased to 50 per cent, 
sugar returned and the colon bacillus could 
not be found again. About this time, the 
sixth nerve became impaired, and the right 
fifth also, and she lost conjugate movement 
of both eyes to the right, showing pressure 
on the cerebral peduncles. Diagnosis in- 
creased to acute diffuse purulent manifest 
labyrinthitis, petrositis and circumscribed 
meningitis. 


Neuman labyrinth operation was done, 
opening both vestibule and cochlea. Then 
unlocking of the petrous pyramid accord- 
ing to Eagleston and dura pushed away 
above and in front of the internal auditory 
meatus to the tip. Adhesions encountered 
and some pus extra dural; attempt made to 
perforate the tip with hook, unsuccessful. 
Wound was then enlarged downward to 
the tip through the cochlea in front of the 
nerve. Drains placed and supportive treat- 
ment. Four days later, spinal cell count 
still dropping, no organism found, patient 
brighter mentally and seems to not have 
general meningitis. Drain being kept be- 
tween dura and petrous tip which we ex- 
pect will prevent the tip from rupturing 
into the dura. 





ty 
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Insulin Shock Therapy 
Results to Date 


G. Witse Rosrnson, Jr., M.D. 
KANSAS CITY, MO. 


At frequent intervals there appears in 
the world of medicine a new discovery, 
some apparently new principle or chemi- 
cal isolation which revolutionizes not only 
the treatment but frequently the entire 
concept of some condition hitherto consid- 
ered either solved or understood only 
through unprovable theories. The most 
recent of these advances in medicine is the 
insulin shock therapy for schizophrenia. 
Results to date have shown definitely that 
this therapeutic procedure is a great ad- 
vance in the treatment of a condition which 
previously could not be specifically treated. 


However, it is not as yet perfect or com- 
pletely specific. There are many patients 
who will not respond, and many who re- 
lapse as soon as the treatment is termi- 
nated. Much must be learned and much 


must be done before we can say that it is | 


the perfectly understood treatment. It may 
be that some day it will be abandoned for 
something better, which is either perfect, 
or which approaches perfection. But at 


this time it is the best, and should be given 
to every patient as early as possible. 


To the latter statement, however, there 
is one dissenting view-point. Metrazol and 
camphor convulsions have been used by 
several investigators as long as insulin 
therapy. Many of these, especially Me- 
duna*, who first standardized the treat- 
ment, and Anggal and Gyarfas'’, consider 
this treatment equal to insulin therapy. 
This conclusion may be based upon the 
concept that insulin shock accomplishes its 
results through a pre-conclusive or con- 
vulsive mechanism alone (Wortis"’). If 
this is true, the treatment should give the 
same results. It does not, however, and 
the percentage of remissions is smaller and 
more transitory. Of course, metrazol is 
more easily controlled and does not pro- 
duce complications or death except in an 
infinitesimal percentage of cases. There- 
fore, if we may adopt for a comparison of 
results between insulin and metrazol the 
method of arriving at cancer statistics 
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through the comparison of surgery and 
radiation, we find the same considerations. 
Radiation and metrazol do not cause death. 
Surgery and insulin do, occasionally. While 
the former have lower percentages of re- 
sults, the two methods of approach may 
give almost equal results when we take 
mortality rates into consideration. The im- 
portant question of cost also should be 
borne in mind. Metrazol treatments are 
much less expensive because they are 
quickly given, the entire procedure being 
over in 15 to 20 minutes, making prolonged 
special nursing care unnecessary. In in- 
sulin therapy, special nurses are required 
for at least six hours every day that a 
treatment is given. 


It was approximately three years ago 
that Sakel' began to use the treatment and 
make his first reports. The use of the 
treatment soon spread to surrounding ter- 
ritories., then to this country. The pioneers 
who have carried on the work and made 
frequent reports are Muller’, Ross*, Glu- 
eck*, Wortis®, Young*, and others. Wil- 
son’ made the most comprehensive report 
ever attempted in English, and today the 
psychiatrists all over the world have set- 
tled down to the steady use of this treat- 
ment on all cases where it is indicated. A 
complete scientific investigation by every 
possible means of the reactions of the pa- 
tients before, during and after treatment 
has been and is being made in order to 
solve the many practical and theoretical 
problems presented. 


The treatment is proved. The good ef- 
fects are known. That it is an improve- 
ment over every other form or previously 
used therapy is brought out conclusively 
by Whitehead®. In a review of the prog- 
nosis in dementia praecox cases, he re- 
viewed the work with this type of case at 
the Utica State Hospital. He concludes 
from record study that insulin shock thera- 
py is twice as efficient as older forms of 
treatment. Analysis of cases of schizo- 
phrenia admitted before insulin shock 
therapy was available, treated by the 
older methods, lead him to these conclu- 
sions. This has been the experience of all 
psychiatrists. 

Occupational, ps ycho- and suggestive 
therapy always seemed to bring about a 
more or less complete remission in approx- 


imately 25 per cent of all cases. An addi- 
tional 25 per cent showed marked clinical 
improvement. The percentage of relapses 
in these cases, however, was probably 
greater than that of those treated by newer 
methods. 


In evaluating results from insulin shock 
therapy, we must take several factors into 
consideration: first, the duration of the ill- 
ness; secondly, the type of manifestations 
of the disease; thirdly, the expected mor- 
tality and complications. These criteria 
are very similar to those used by the 
American Cancer Committee to evaluate 
the various treatment procedures used in 
the therapy of various cancerous condi- 
tions. 

DURATION 

So many factors enter into this aspect of 
the case that it is difficult to interpret 
properly each individual case. No one is 
justified in approaching the individual 
case in a dogmatic attitude as to prognosis, 
type of reactions desired, or duration .of 
treatment. Every case is still an experi- 
mental problem which must be reviewed 
each day so that needed changes in ap- 
proach can be made as necessary. Since 
duration is the governing factor in prog- 
nosticating, it is important that we should 
always know the exact duration of symp- 
toms. The only exact source of informa- 
tion is the patient, and these patients are 
notorious for their reticence about them- 
selves. Usually the patient must be forced 
to come to the physician for advice and 
treatment. American families usually do 
not force their relatives until the situation 
has become so intolerable that the patient 
cannot be controlled at home. If we date 
onset at the period of onset of uncontrolla- 
bility we fall into pitfalls, because the pa- 
tient may have had symptoms for months 
or even years before the family became 
aware of them. One of our cases had had 
auditory hallucinations for five years 
before anyone realized it except the pa- 
tient. She told nobody about them, and it 
was only after they disappeared under in- 
sulin treatment that she discussed them 
with us and the true story came out. The 
onset of acute mania, agitation and severe- 
ly abnormal behavior may not be the onset 
of the disease at all, but rather a further 
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progression of a condition which has been 
present for a long time. 


Everyone makes the same report. Cases 
of less than six months’ duration, if proper- 
ly treated, have an 85 per cent chance for 
improvement or remission. Our personal 
results, however, cause us to feel that if 
it were possible to date onset exactly, 
many of our tables of results would have 
to be changed, and that every case which 
has been having symptoms for less than 
six months would show a complete remis- 
sion if properly treated. 


TYPES OF MANIFESTATIONS 


The type of case must enter into the 
above theoretical concept. Sakel divides 
his cases into three groups: stuporous, 
paranoid, and katatonic. Stuporous (de- 
pressed) cases are treated by termination 
of the daily treatment in the state of pre- 
comatose excitement. This frequently leads 
to a reversal of the picture, the develop- 
ment of mania and increased psychomotor 
activity, suggesting Kraeplin’s mixed type 
of manic-depressive psychosis. The patient 
is then given prolonged precomatose som- 
nolence, and the remission may be ex- 
pected very shortly after the change has 
occurred. 

Paranoid cases are carried into complete 
coma, with the hope that convulsions may 
develop. Katatonic cases are given either 
coma or prolonged pre-comatose somno- 
lence by repeated injections of insulin 
during the day. Thus, we see that the 
dosage of insulin and the management of 
the patient must be changed frequently, 
perhaps daily, to meet indications. In all 
cases, a reversal of the previous abnormal 
picture is desired, and where that is ac- 
complished remission can be expected. 
Stuporous cases that develop increased, 
even abnormal, psychomotor activity are 
well on the road to recovery, although the 
apparent increased severity of the disease 
may discourage the inexperienced staff, 
and terrify the relatives. Katatonic cases 
give us the best prognosis, because their 
insulin reactions can be made to force 
them into increased activity. Frequently, 


however, we find that the katatonic be-— 


comes a paranoid under treatment. This 
is unfortunate, because paranoid trends 
are more difficult to remove. On the other 


hand, they are more favorable than simple 
stupor. 

Hebephrenic mannerisms disappear, the 
patient clears quickly, usually, but is not 
as stable in recovery as the paranoid and 
katatonic types. 


Therefore, we may list our symptoms in 
order of prognostic favorability as follows: 
katatonia, hebephrenia, paranoia and de- 
pression. Agitation and increased psycho- 
motor activity always resolve although, 
perhaps, only temporarily, to return when 
treatment is terminated. The patient must 
be relieved of all symptoms, and if the cor- 
rection of behavior abnormalities, which 
are the dramatic admission symptoms, 
leaves an apparently new picture of fixed 
ideation and reaction abnormalities, the 
prognosis must be revised, because fixed 
delusions and schizophrenic reaction mech- 
anisms do not respond as well as behavior 
motor abnormalities. 


We can say that while the type of mani- 
festations and the duration may lead us to 
make a rather exact prognosis, it must be 
carefully explained to the family that de- 
velopments in the individual case may al- 
ter the prognosis completely. This rever- 
sal may take a pleasant turn, as in a recent 
case admitted for treatment. After study 
we predicted that six to eight weeks of in- 
tensive treatment might be required. She 
returned to normal after her second shock, 
and has remained so ever since. 


COMPLICATIONS AND MORTALITY 

When we give a patient insulin shock we 
are inducing upon him a serious physical 
and functional illness, and doing it from 
four to seven times a week. The condition 
is so theoretically dangerous that in the 
early days of insulin and diabetes many 
precautions were taken to prevent the 
slightest reaction. Intravenous glucose 
owes much of its widespread use in many 
conditions to the fact that it was first com- 
mercially introduced and made widely 
available as part of these precautions. 


Complications, of course, can be expect- 
ed. Some are serious, some are not. As 
our experience grows, something we now 
try to avoid may be induced. Convulsions 
have passed through this sequence, and to- 
day some men are actually producing con- 
vulsions at the proper stage of insulin 
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shock. Types of complications and their 
treatment are not in the scope of this paper. 


We may say that alertness, experience 
and preparedness are the best safeguards. 
Alertness is vital in order to comprehend a 
complication in its earliest stage, even at 
times almost before it begins to develop. 
Temperature, pulse, blood pressure and 
respiration are taken every 15 minutes. 
Any change, no matter how minor, is re- 
corded and the patient is observed con- 
stantly by trained physicians and nurses. 
Experience is necessary to interpret the 
above observations so that the treatment 
may be interrupted before any dangerous 
conditions can develop. Preparedness, by 
having at the bedside of the individual 
every possible medicinal aid on the in- 
dividual shock trays, frequently means the 
difference between life and death. A sec- 
ond’s delay or a second’s neglect may turn 
the balance against the patient. 


Complete laboratory and X-ray studies 
must be made. Laboratory investigations 
should be carried on to interpret progress, 
protect the patient, and investigate scien- 
tifically the treatment by the accumula- 
tion of data. X-rays may be of value only 
rarely to check upon a pneumonic process, 
but when they are needed they are impor- 
tant. Improper or incomplete preliminary 
studies may mean a great difference. 


All of these precautions do not eliminate 
danger, and deaths do occur. But compe- 
tent practitioners report large series, run- 
ning into thousands, of individual shocks 


— . * 


with no mortalities. The percentage of 
deaths is lower than the expected mortal- 
ity rates in any form of major surgery. 


CONCLUSIONS 


1. Insulin shock is a vast improvement 
over previous methods of treating schizo- 
phrenia and, at the present time, it is prob- 
ably the treatment of choice. 


2. An exact prognosis cannot be made. 
Therefore, every suspected case should be 
treated so as to give the patient the only 
opportunity available. 

3. Early treatment gives the best results. 


4. The treatment is dangerous, but not 
as dangerous as major surgery. Proper 
precautions eliminate almost all dangers. 
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Fractures of the Lower End of the Humerus 
in Children* 


Joun E. McDona.p, M.D. 
TULSA, OKLA. 


These injuries furnish an important 
problem in juvenile fractures. A thorough 
study of my own cases plus a study of re- 
ports of a large series of cases by Speed, 





*Read before the Section on Surgery, Annual Meeting, 
Oklahoma State Medical Association, Tulsa, May, 1937. 


Eliason, Wilson and others furnished the 
information for discussion in this paper. It 
was learned that about 82 per cent of these 
injuries occur in young people under 20 
years of age and 62 per cent under the age 
of ten. From this study it is gratifying to 
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see the results which follow early and 
proper handling in contrast to the disap- 
pointing and unfortunate complications 
which too often follow their improper man- 
agement. Recent years have seen rapid 
progress in the number of good results. 
Formerly, it was considered to be the rule 
to have some deformity, while now we ex- 
pect to have good anatomical and func- 
tional results. 


To better understand the problem of 
handling fractures in this area, it is essen- 
tial to have an accurate knowledge of the 
anatomy around the elbow joint. The lower 
end of the humerus is composed of four 
separate epiphyses; the capitellum, the in- 
ternal epicondyle, the trochlea, and the ex- 
ternal epicondyle which occur in the order 
named. The capitellum appears from the 
sixth to the twelfth month in life, the in- 
ternal epicondyle about the sixth year, the 
trochlear about the tenth year, and the ex- 
ternal condyle during the twelfth year. Ex- 
cept for the internal epicondyle, the re- 
maining epiphyses are united by the thir- 
teenth year. The entire lower epiphyses is 
firmly united to the diaphysis during the 
sixteenth and seventeenth years. Ossifica- 
tion of the lower end of the humerus is 
complete about the twenty-second year of 
life. 


In many children the elbow joint may 
normally be hyperextended, the average 
range of extension being about 186 degrees. 
The forearm does not extend in a straight 
line with the arm, therefore, we have what 
is known as a carrying angle of the fore- 
arm. The intercondylar line is at right 
angles to the axis of the humerus but is 
oblique to the axis of the forearm. This 
angle is about 170 degrees in boys and 
about 168 in girls, the difference being in 
the wider pelvis of the female. When the 
arms are hanging free at the sides, the ex- 
ternal condyles are on an anterior plane 
to the internal condyles. If the forearm 
is acutely flexed by carrying the hand to 
the corresponding shoulder, the natural re- 
lationship has not changed. If, however, 
the flexed forearm is carried across the 


chest, the arm being moved forward in. 


front of the body, the internal condyle will 
be rotated approximately 20 degrees. This 
is an important anatomical fact and is re- 
sponsible for cubitus varus or “gun stock” 


deformity so often seen in supracondylar 
fractures. 


The bony landmarks at the elbow are 
the internal, the external condyles and the 
olecranon process of the ulna. With the 
forearm in extension, the three promi- 
nences are on a straight line when it is in 
the flexed position, they form a triangle 
with the intercondylar notch as the base. 
When the forearm is at right angles to the 
humerus, these three points are on the 
same plane with it. 


The capsule of the elbow joint is at- 
tached to the humerus above the epi- 
physeal line and a great many fractures in 
this region pass into the joint space which 
is a factor in the production of extreme 
swelling often seen in fractures around the 
elbow. 


The actual structure of the bone itself 
in the lower end of the humerus makes it 
susceptible to fracture. The change in 
shape from a triangular shaft to a thin flat 
one makes it weaker and more easily 
broken. The forward angulation of the 
distal end, the change from compact to 
cancellous bone, and the attachment of 
powerful muscles are also factors to be 
considered. The frequency with which the 
elbow is exposed to trauma is another rea- 
son. 


The types of fractures to be considered 
in this paper are supracondylar, dicon- 
dylar, condylar with either internal or ex- 
ternal condyles and internal epicondyle. 


The supracondylar fracture occurs across 
the lower humerus above the olecranon 
fossa and is extra capsular. This fracture 
usually produces a definite deformity with 
posterior, upward, and occasionally out- 
ward displacement of the distal fragment. 
Swelling is an early and important sign in 
these injuries. It is the result of tearing 
of a rich plexus of veins around the lower 
extremity of the humerus and the adja- 
cent soft parts. Bleb formation is frequent- 
ly seen in the skin from these injuries. 


If they are diagnosed early and are 
reasonably well reduced, union takes place 
rapidly with little or no limitation of mo- 
tion in the joint or disturbance with future 
growth. 


Immobilization in acute flexion with the 
arm supported at the side of the body is 
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the method of choice. Turning the arm 
across the chest is dangerous. Diligent ob- 
servation for normal circulation is essen- 
tial. This position is maintained for ap- 
proximately ten days, when the forearm is 
brought down to a right angle and passive 
motion begun. As soon as X-ray evidence 
of bony union is found, the splint may be 
removed and active motion instituted. 


The dicondylar injury, being only slight- 
ly lower, involves the olecranon fossa and 
extends into the joint capsul. The same 
problems of treatment are encountered as 
in the previous type. 


True condylar types occur almost entire- 
ly in children. They are divided into the 
internal condyle and external condyle with 
the epicondyle, capitellum, and trochlea 
occurring with the latter. Both condyles 
are the attachment of strong groups of 
muscles. From the lateral, arise the ex- 
tensors and supinators and from the me- 
dial, the flexors and pronators. A goodly 
number of these fractured fragments are 
pulled down and rotated while some are 
only moderately displaced. 


In these fractures, experience has taught 
us that we are facing a much more serious 
situation. Non-unions and mal-unions are 
common and end with various complica- 
tions. Imperfect reductions in this area 
result in increasing deformity and distor- 
tion of the elbow. Due to failure of the af- 
fected fragment to develop and because of 
disturbed epiphyseal growth, cubitus val- 
gus and varus result. This condition pro- 
duces unstable and painful joints with fre- 
quent disturbance of the ulnar nerve. Lim- 
ited motion is another likely complication. 


These complications may be avoided by 
early and accurate reduction. If no marked 
displacement has occurred, a closed reduc- 
tion is possible. If good apposition is not 
obtained, open reduction should be done as 
early as possible with accurate replace- 
ment of the fragment and good internal 


fixation. I have used the wire nail with . 


good results. It is easily removed later 
under local anaesthesia. 


In the delayed cases further trouble 
arises. I believe the fragments should be 
replaced by open reduction and internal 
fixation. Usually good bony union may be 
expected in anatomical position. Definite 


distortion of the epiphyseal growth results 
with a decreased size and irregularity of 
the condyle, premature ossification of the 
epiphysis, and varying degrees of varus 
and valgus deformity. Permanent limita- 
tion of motion is usual. 


Avulsion of the internal epicondyle, be- 
ing an epiphyseal injury, is also to be con- 
sidered. It results when lateral strain is 
placed on the strong flexor group of mus- 
cles. There is usually considerable dis- 
placement and closed reduction is difficult 
due to muscle pull. Best end results are 
obtained when an open reduction is done 
with internal fixation. 


When not properly reduced, limitation of 
extension results due to blocking of the 
olecranon. Pain and tenderness are present 
over the affected area. Ulnar neuritis may 
occur. 

The usual complications of these frac- 
tures may be classified as deformity with 
continuous or recurrent pain, limitation of 
motion and instability, nerve injuries or 
delayed neuritis; Volkmann’s contracture; 
and traumatic myositis ossificans. 


Wedge supracondylar osteotomies will 
frequently correct the varus and valgus de- 
formities when the fracture has already 
united and there is satisfactory motion. 
Condyles must not be removed in children. 
Frequently a displaced external condyle 
continues to grow and furnishes stability 
to the head of the radius. These may unite 
if the ends are freshened and internal fix- 
ation is established. 

Arthroplasty is definitely contra-indi- 
cated in children and may not be used to 
relieve limitation of motion. 


Acute nerve injuries, such as impinge- 
ment, stretching, or actual severence, are 
uncommon but do occur in fractures in this 
area. The ulnar and radial are most fre- 
quently involved. Care should be taken 
to observe their condition before treatment 
is begun. Frequently, after reduction, the 
tension is relieved and the condition im- 
proves. Neurological consultation com- 
bined with electrical reactions may avoid 
considerable future trouble. Delayed ulnar 
neuritis may be relieved by anterior trans- 
plantation. 


One of the most damaging complications, 
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Volkmann’s contracture, is easily prevent- 
ed by proper care. The position of acute 
flexion with interference of circulation is 
often associated with this lesion. Occa- 
sionally, sufficient swelling may occur in 
the elbow to affect normal circulation 
without any external fixation. The acute 
flexed position without replacing the frag- 
ments may also produce it. 


Pain is the warning symptom and usual- 
ly becomes severe about two hours before 
the onset of this condition. The circulation 
must be watched most carefully. In the 
presence of this danger signal, the bandage 
should be released as fractures in good po- 
sition seldom produce severe pain. If the 
condition is allowed to progress, a hope- 
lessly crippled arm results. 

Traumatic myositis ossificans or ossified 
hematoma may result from these fractures. 
I believe it best to delay removal for a few 
weeks so as to lessen its possible recur- 
rence. 

SUMMARY 

(1) Accurate knowledge of anatomical 
details around the elbow is essential for 
physicians handling these fractures. 


(2) Early diagnosis and accurate reduc- 
tion is essential to obtain good anatomical 
and functional results. 


(3) Neglected cases produce serious and 
often irreparable deformities with mark- 
edly disturbed function. 


* + * * 


DISCUSSION 

Dr. O’Donoghue: In my opinion, there is 
one point which deserves emphasis in the 
consideration of elbow fractures, and that 
is, that, in the child, the X-ray plate shows 
only the bone. Very often the center of 
ossification of the fragment may be so 
small that it appears on the X-ray film as 
a very small shadow. This small center 
may not appear to be displaced. If this 
factor is not recognized, the injury may be 
minimized and not treated adequately until 
later developments reveal the true condi- 
tion. Careful examination and interpreta- 
tion of X-ray films, in conjunction with 
clinical findings, will demonstrate this con- 
dition in its true light. 





Abdominal Pain During Pregnancy* 


Mitton J. Serwer, A.B., M.D. 
OKLAHOMA CITY, OKLA. 


Abdominal pain is one of the most com- 
mon symptoms complained of during preg- 
nancy. In a series of 300 consecutive cases 
taken from office files over 95 per cent of 
the patients complained of some form of 
abdominal pain. While some of these con- 
ditions existed previously, the majority 
had their onset during gestation. This pain 
was influenced by many factors and was 
variable both as to character and severity. 


I shall attempt to discuss only those con- 
ditions associated with, or related to, preg- 


nancy. Almost any condition may occur . 


or be aggravated by pregnancy. Those re- 





*Read before the Section on Obstetrics and Pediatrics, An- 
nual Meeting, Oklahoma State Medical Association, Oklahoma 
City, May, 1935. 


lieved by it, and temporarily—as dysmen- 
norrhea, visceroptosis, and ptosis of the 
kidney—are relatively few. Since most 
women have their threshold for pain low- 
ered during this period, many conditions 
formerly not noticed are suddenly brought 
into prominence. De Lee once stated, 
“Women are three-quarters nervous sys- 
tem,” and it is this three-quarters that phy- 
sicians so consistently ignore. In general, 
it may be said that the neurotic and the as- 
thenic, tall, slender type of women are 
much more sensitive to, and complain of 
more of all types of abdominal pain, espe- 
cially that of the abdominal wall. 
PAIN IN THE ABDOMINAL WALL 
The most frequent location of abdominal 
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wall pain is across the anterior portion of 
the lower abdomen. At times this may be 
just a tingling or numbness, but usually it 
is a marked aching or shooting pain suffi- 
cient to limit the activity of the woman. 
It is first noticed about the fifth month of 
pregnancy and increases in severity until 
the eighth month, at which time it de- 
creases. Though the condition is due to 
pressure from within the abdomen, as in 
pressure from the foetus when the woman 
has been too active, or in pressure from 
over distension of the uterus, as in multi- 
ple pregnancy, polyhydramnios, or hyda- 
tidiform mole, tenderness can be demon- 
strated to be in the abdominal wall. By 
gently stroking the hand over the lower 
abdomen, tenderness, often severe, can be 
obtained. The symptom can be readily 
relieved by bed rest and an abdominal 
support. 

Pain across the upper abdomen is most 
pronounced after the sixth month and is 
due to the same factors causing pain in the 
lower abdominal wall. The condition is 
further aggravated by a flaring of the low- 
er chest wall due to the growth of the 
uterus. The condition may be relieved by 
Fowler’s position when resting or by the 
erect posture. The flaring recedes follow- 
ing delivery. 

Pain about the navel occurs most fre- 
quently in the latter months of pregnancy 
in multipara who have had frequent preg- 
nancies. The abdominal wall in this region 
becomes very thin and is painful and ten- 
der. Beneath the thin skin wall the uterus 
can be made out. Slight touch of the skin 
elicits pain. The condition is relieved by 
the application of adhesive strips. The pain 
does not recur after parturition. 


I have frequently noticed pain over the 
region of a fibroid. I believe this to be due 
to the pressure of the tumor against the 
abdominal wall with irritation of the wall 
resulting, rather than a referred symptom, 
since the tenderness is localized directly 
over the tumor. 


Hernias of the abdominal wall may cause 


intense pain and tenderness. The condi- 
tion is not aggravated by the pregnancy 
but, on the contrary, is relieved by it and 
usually is self-limited. This is especially 
true of inguinal, femoral, and umbilical 
hernias. The growth of the uterus grad- 


ually pushes the intestines and omentum 
to the upper abdomen, sealing over tempo- 
rarily the hernial opening with relief of 
symptoms. 


Pain complained of in the posterior quad- 
rants of the abdomen on close examination 
will usually be found to be due to a patho- 
logical condition of the non-demonstrative 
areas of the peritoneal cavity and not in 
the abdominal wall. 


I have never noticed any aggravation of 
pain in an abdominal incision during preg- 
nancy. On the contrary, it is seldom com- 
plained of when most expected. 


PAIN IN THE PERITONEAL CAVITY 


Pain in the peritoneal cavity is almost al- 
Ways a secondary process. To better un- 
derstand the mechanism of the localization 
of the pain one must first understand the 
innervation of the peritoneum. 


For practical purposes it is very useful 
to divide the abdominal parietal lining into 
demonstrative and non-demonstrative 
areas. The demonstrative area is the larger 
and includes all the lining of the abdominal 
cavity except the pelvis and the central 
and inferior part of the posterior abdom- 
inal wall. The non-demonstrative or silent 
area comprises the pelvis and that part of 
the posterior abdominal wall bounded 
roughly by the ascending colon, the de- 
scending colon, and the transverse meso- 
colon. The distinction is a clinical one, but 
has an anatomical basis in a relatively free 
or meager afferent nerve supply. The 
non-demonstrative area is probably sup- 
plied chiefly via the sympathetic system, 
the demonstrative area, from the main 
somatic nerves. In the renal region there 
are more nerves in the connective tissue 
behind the kidneys than in the peritoneum 
in front of these organs, indeed, the latter 
region should be included in the non- 
demonstrative areas. 


The manifestations of pain produced de- 
pend partly on the nature of the irritant. 
Since normal parietal peritoneum is almost 
insensitive to touch, though the deeper tis- 
sues are more so, clear non-infective and 
non-toxic fluids, serous ascites, or sanguin- 
ous fluid resulting from the rupture of a 
gestational sac, do not cause any irritation 
other than the mere mechanical effect of 
the pressure or sudden flooding. Quite dif- 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 17 


ferent is that resulting from bacterial or 
toxic irritation, as from appendicitis, sal- 
pingitis, necrosing fibroids, infected ectopic 
gestation sacs, twisted ovarian tumors, etc. 
In these the peritoneum is painful, tender, 
and congested. 


The local pain due to parietal irritation 
varies according to the part affected. The 
non-demonstrative areas furnish little lo- 
calizing indication of acute irritation. Thus 
it is possible for the most serious pathologi- 
cal process to be proceeding within the pel- 
vis or against some parts of the posterior 
abdominal wall without there being any 
spontaneous, definite, localizing symptoms. 
The sensitivity is greatest in the anterior 
part of the abdominal cavity. 


Adhesions when present may cause 
sharp pains, often knife-like, and described 
by the woman as a pulling sensation. This 
is due to traction as a result of the growth 
of the uterus and adnexae. The pain con- 
tinues throughout the entire pregnancy 
and is relieved only at parturition. Indeed, 
due to the subsequent relaxation, the pain 
from adhesions may be entirely relieved. 
When the uterus is incarcerated, abortion 
is the usual termination. 


PAIN FROM THE GENITAL TRACT 


Extra-uterine pain. The most common 
uterine pain complained of is that localized 
over the pubis. .It is frequently described 
as being a soreness or aching across the 
entire lower abdomen and is due to the 
jarring of the presenting part. It usually 
occurs in cephalic presentations, but may 
be present in a breech presentation when 
the breech is hyperactive. The pain usual- 
ly occurs about the seventh month and sub- 
sides when the presenting part engages. 
It can be relieved by an abdominal sup- 
port. 

Retroverted uterus is the cause of fre- 
quent backache during the second and 
third months. The condition is self-limited 
after the latter months due to the uterus 
growing out of the pelvis. Attempts at 
correction by means of pessaries are not 
usually advised due to the frequency of 


abortion. In cases of incarceration the pain — 


is great and the patient acutely ill. Abortion 
at the third or fourth month is the rule. 
The condition is markedly aggravated by 
urinary retention and an associated over- 


flow of the bladder with incontinence re- 
sulting. The disturbance is partly caused by 
pressure on the neck of the bladder and 
urethra by the cervix, resulting in mechan- 
ical interference with urination, and partly 
to pressure by the cervix on the veins of 
the bladder producing congestion and 
oedema. 


In much the same manner suspension of 
the uterus causes distress, except that the 
pain persists as a rule throughout the en- 
tire pregnancy, and the tendency to abort 
is increased. This is especially true in any 
operative procedure which plicates the 
round ligaments and less likely when the 
round ligaments are pulled through the in- 
guinal canal. 


Braxton-Hicks contractions usually 
cause little discomfort. Occasionally in the 
nervous, asthenic type of woman the pain 
may become very noticeable. This is es- 
pecially true at the time when the menses 
would be due. On one occasion I have seen 
morphine required. 


Abruptio placenta, with its occasional 
sequela the Couvelaire uterus, is perhaps 
one of the most serious of all conditions 
causing acute pain in the uterine wall. The 
pain usually comes on suddenly, is sharp 
and knife-like, and can be localized over 
the attachment of the placenta. As the 
disease progresses the entire uterine wall 
may be involved, with resulting board-like 
rigidity, sharp, severe pain and marked 
tenderness over the entire uterine wall, 
followed by a dull aching pain, nausea and 
vomiting, and signs of hemorrhage and 
shock. 


Interstitial and intra-uterine angular 
pregnancies are characterized by pain of 
varying severity, coming on in the first 
months of pregnancy. The pain is well 
localized to the horn of the uterus and the 
region is tender. Should the pregnancy de- 
velop into the uterine cavity the subse- 
quent course is normal. Should it extend 
into the tube the course is that of an ectopic 
pregnancy. 

Another common cause of pain is uter- 
ine fibroids. Since they are frequently 
symptomless they are much more common 
than is usually believed. Those giving 
trouble fall into three groups: 


a. The subserous, pedunculated fibroid 
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that may give rise to various mechanical 
changes, so causing sudden, sharp, severe 
pain. The proper course I believe to be to 
treat the symptoms conservatively, and 
this failing, to resort to surgery. Leslie 
Williams, however, recommends operative 
removal in all cases because of the danger 
of twisting of the pedicle, causing acute 
abdominal symptoms with danger of mis- 
carriage; also, because of the slight danger 
of miscarriage when operated on in the 
quiescent stage. 


b. The interstitial fibroids which cause 
distortion of the uterus and pressure symp- 
toms. These should be treated conserva- 
tively because of the danger of miscarriage. 


c. The fibroid may be of variable size, 
single or multiple, and may undergo 
degeneration with symptoms of sudden 
pain and tenderness, vomiting, fever, etc. 
Conservative treatment is usually recom- 
mended as laparotomy and myomectomy 
are prone to cause abortion. The diagnosis 
is established by the occurrence of a sud- 
den tenderness in a fibroid which has been 
previously known as a painless tumor. 
There is no added liability to abortion. The 
symptoms seldom last over a few days fol- 
lowing bed rest. 


Rupture of the uterus, though rare, is of 
sufficient seriousness to warrant its men- 
tion. The condition usually occurs in the 
scars of a previous Cesarean section (of 
which about four per cent rupture), and 
may be partial or complete. It is charac- 
terized by sudden uterine pain with vom- 
iting, followed by symptoms of hemor- 
rhage and shock. Treatment usually con- 
sists of immediate operative procedures. 


Intra-uterine pain. Rapid stretching of 
the uterus, as in acute polyhydramnios, 
hydatidiform mole, or multiple pregnancy, 
is a frequent cause of severe pain. The 
sudded increase of amniotic fluid is an un- 
common condition, but simple as to diag- 
nosis, as it is usually sudden, and is asso- 
ciated with an albuminuria and other signs 
of toxemia. The pain due to chronic poly- 
hydramnios, multiple pregnancy, or mole, 
is much less severe since the onset of the 
condition is more gradual. 


As described above, the presentation of 
the foetus, as breech or transverse, may 
cause localized pain within the uterus. 


Disease of the decidua is an important 
factor in the causation of intra-uterine 
pain. The role of abruptio placenta has al- 
ready been discussed. 


Endometritis is an occasional cause of 
intra-uterine pain. The uterus is tender 
and contractions may be extremely pain- 
ful. This is called “rheumatism of the 
uterus,” and may be associated with hy- 
peremesis. When acute, there may be fever, 
malaise, and a bloody discharge. Foetal 
death with abortion may result, or the 
ovum may be transformed into a hydatidi- 
form mole. 


Submucous fibroids usually do not cause 
pain. Acting as a foreign body with asso- 
ciated pressure symptoms, uterine contrac- 
tions are frequently initiated, with abor- 
tion the rule. 


Pain in the Adnexae. One of the com- 
mon pains in pregnancy is that due to 
stretching of the round ligaments. It is 
often severe. The pain may begin as early 
as the fourth month and continue through- 
out the course of gestation. It is complain- 
ed of over the regions of the attachments 
of the ligaments in the groins, and on 
either side of the uterus. It may be felt 
only at one site of attachment or only on 
one side. Palpation of the round liga- 
ments over the regions of pain are usually 
quite tender. Torsion of the uterus has 
been suggested as the cause of unilateral 
pain. A corset so designed as to support 
the lower abdomen and to lift the uterus 
will frequently give relief. 


Ectopic pregnancy is the most important 
cause of adnexal pain. The acute pain is 
caused by the erosion of the chorionic villi 
into the blood vessels with the addition of 
pressure on the adjacent areas. Though 
several terminations are possible, the most 
common is that in which the patient suf- 
fers for some time with abdominal uneasi- 
ness, pain, occasional faintness, and hemor- 
rhagic vaginal discharges. Rupture, though 
uncommon, is a serious complication and 
should be treated as an emergency. This 
occurs usually between the sixth and tenth 
weeks. There is a history of sudden onset 
of violent pain, a feeling of something 
giving way, accompanied by faintness, 
vomiting, pallor, unexpectedly rapid pulse, 
collapse, and uterine bleeding. 
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Oophoritis or salpingitis rarely flare up 
during pregnancy. However, when this 
does occur the situation is usually serious 
and may entail surgical intervention. 


The most common cause of pain in the 
ovary is that due to an ovarian cyst in 
which there has occurred (a) twisting of 
the pedicle (in about 15 per cent), (b) 
pressure, or (c) degeneration. The pain 
occurring in a twisted pedicle is acute, se- 
vere, and is followed by signs of shock and 
collapse. Treatment is usually surgical. 
Eskridge states that torsion of the pedicle 
occurs most frequently before the fifth 
month and during the puerperium, rarely 
in the interval. 


Rupture of a cyst is usually devoid of 
pain and may be associated only with a 
feeling of uneasiness and a rise of temper- 
ature. 

The pain coming from degeneration is 
usually mild, since the condition is chronic 
and is followed by signs and symptoms of 
toxemia. 


Sclerosis of the tunica albuginea is be- 
lieved to be an occasional cause of ovarian 
pain, since during pregnancy oedema, vas- 
cularization, and decidua-like formations 
tend to cause an enlargement of the ovary. 
This is hindered by the sclerotic capsule. 


Varicosities of the broad ligaments occa- 
sionally are a cause of abdominal pain. The 
condition increases in frequency with the 
number of pregnancies. The pain is com- 
plained of as a dull aching sensation in 
either or both lower abdominal quadrants. 
However, it is more common on the left. 
This is believed to be due to the more fre- 
quent torsion of the uterus to the right. 
Examination elicits tenderness over the 
broad ligament region. The pain usually 
increases in severity as the pregnancy 
progresses. Diagnosis is aided by the pres- 
ence of varicosities elsewhere, the presence 
of a uterine bruit on the affected side, and 
the difference in tenderness during pelvic 
examination when lying down or standing 
upright. Relief from pain can be elicited 
often by placing the patient on the affected 
side, thus relieving the congestion and 


tenseness. The knee-chest position gives © 


relief when both sides are involved. 
PAIN IN THE URINARY TRACT 
Pyelitis of pregnancy is a frequent cause 


of abdominal pain. The condition has a 
predilection for the right side. This is be- 
lieved by some to be due to pressure of the 
uterus on the ureters, especially the right, 
since torsion is more frequent on that side. 
However, the most accepted belief is that 
the uterus does not cause obstruction by 
direct pressure but by causing a twist in 
the ureter during the enlargement of the 
uterus. Leslie Williams suggests that the 
ureteral obstruction is probably due to 
diminution of the lumen of the fibrous 
ureteral canal deep to the uterine vessels 
in the loose tissue of the broad ligament. 
This can be demonstrated during a Werth- 
eim operation to be due to the increased 
vascularity of the pelvic organs during 
pregnancy. The condition is more com- 
mon in a prolapsed kidney. The end result, 
in any case, is stagnation in the renal 
pelvis. 


The same author groups pyelitis under 
three headings: 


1. The renal type, in which pain is lo- 
calized to the back and loin, usually the 
right, with associated fever, chills, head- 
aches, and tenderness in the costo-phrenic 
angle. 

2. The abdominal type, with acute ab- 
dominal pain of such severity that the dif- 
ferential diagnosis is often difficult. 


3. The generalized type, in which ab- 
dominal pain is slight and the patient pre- 
sents the picture of a generalized sepsis. 


Associated with pyelitis is a ureteritis. 
Pain, often sharp and knife-like, is com- 
plained of along the course of the ureter 
and referred down the inner side of the 
thigh. There is tenderness along the course 
of the ureter which may at times be pal- 
pated vaginally. Blakely states that pain 
referred to either side of the umbilicus is 
diagnostic of urinary pathology. This has 
not been my experience. 


Pain in the bladder is occasionally met 
with. It may be due to pressure, previous- 
ly mentioned, or to infection. The pain is 
sharp, knife-like, and is well localized over 
the bladder aread. A mild non-septic in- 
flammation of the trigone is common in the 
early months of pregnancy and induces a 
frequency of urination with no further 
symptoms. When the cystitis is severe the 
pain is intense with frequent burning on 
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urination, pain following emptying of the 
bladder, and malaise, chills, and fever. 


PAIN IN THE GASTRO-INTESTINAL TRACT 


The most common conditions complained 
of in the intestinal tract during pregnancy 
are constipation, intestinal colic, and flatu- 
lence. 


Pain due to gaseous distension is fre- 
quently complained of over the upper ab- 
domen along the course of the transverse 
colon and occurs usually between the 
fourth and sixth months, seldom later. 


Pain is frequently complained of over 
the caecum. This is a region of frequent 
low-grade colitis and chronic irritation of 
the appendix, brought into prominence by 
the lowered threshold of pain existing dur- 
ing pregnancy. A diagnosis of chronic ap- 
pendicitis is frequently made. The condi- 
tion is seldom present after the fourth 
month. 


The most serious causes of acute epigas- 
tric pain are the toxemias of pregnancy and 
cardiac decompensation. That it is located 
in the liver can be demonstrated by Mur- 
phy percussion which causes tenderness. 
Lane-Roberts suggests the pain in a tox- 
emia may be due to the production of areas 
of focal necrosis in the liver. Acute epi- 
gastric pain in the presence of a toxemia 
should make for a guarded prognosis. 


An attack of severe coughing or vomiting 
may evoke sharp upper abdominal pain 
through irritation of the diaphragm. It is 
frequently referred to the subscapular and 
intrascapular areas, because of the reflex 
innervation. 

Pain in the right upper quadrant, dem- 
onstrated on Murphy percussion to be in 
the liver, is often complained of in the two 
latter months of gestation in a right breech 
presentation. It is due to direct pressure 
of the head against the liver. 


Constipation usually causes little pain, if 
any, in the sigmoid colon or rectum. How- 


ever, it may cause a proctitis by formation. 


of hemorrhoids, resulting in an acute, 
sharp pain in that region. 
CONCLUSION 


In concluding let me stress the impor- 
tance of the proper evaluation of pain, not 
only from the standpoint of symptoms and 
physical findings, but also with regard to 


the mental state of the woman. A due 
consideration of the latter, so frequently 
diseregarded by the physician, is often of 
infinite help in directing proper treatment; 
thus building up within the woman’s mind 
confidence in the physician under whose 
care she may be. 
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1938 American Medical Association Meeting, San 
Francisco 





When San Francisco was selected as the host city 
for the 1938 Annual Session of The American Med- 
ical Association, the profession of this Golden Gate 
metropolis promptly initiated plans for the comfort, 
pleasure and entertainment of all who come to that 
national meeting. A local executive committee on 
arrangements composed of five members with Dr. 
Howard Morrow as general chairman and Dr. Fred- 
erick C. Warnshuis as general secretary, and 18 
sub-committees have been busy since July in de- 
veloping plans and local arrangement details. Their 
objectives are the biggest, best, and most memor- 

le annual session in the history of the American 
Medical association. 


Atlantic City, Kansas City, Cleveland, Detroit, 
with their known facilities and attractions have 
been host cities in recent years, and have justified 
their selection as meeting places. However, and 
without disparagement, none of them possess the 
background, the setting, the resources, the history 
and romance, or the facilities that are found in 
San Francisco and in the great state of California 
—the Golden Bear Empire of the Pacific Coast. To 
reveal these, to extend California’s and San Fran- 
cisco’s noted hospitality, and to cause those who 
plan to attend the 1938 session to experience ten 
days of profit and pleasure midst the environs of 
the annual meeting city, is the goal toward which 
the local] profession is pointing. 

The local committee on arrangements cordially 
invites the prefession of the country to be San 
Francisco’s guests this coming June. Decide now 
to attend the 1938 American Medical Association 
Meeting and plan accordingly. During the coming 
months an insight to some of the feature functions 
will be disclosed, but the final details and program 
of events will not be revealed until you arrive. You 
will long regret it if you fail to attend the coming 
national meeting. Talk it over tonight with the 
good wife and your professional associates, and join 
the party of your state members that is coming to 
San Francisco—June 12th to 17th, 1938. 
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UNCLE SAM .. 





The medical and political worlds have 
been deeply stirred by proposals to put the 
government in the doctoring business. The 
American Medical Association bitterly op- 
poses any such inroads, but the federal 
government is continuing to experiment 
on the side with “state medicine” in va- 
rious forms. 


A new experiment has just been started 
under the very eaves of the national capi- 
tol. And already a controversy is rum- 
bling. This latest venture into mass-pro- 


duction medical practice has just com- | 


pleted its first month. It is called the group 
health association and offers to employes 
of the home owners loan corporation a def- 
inite amount of hospitalization and medical 


care in return for a regular monthly fee. 
The benefits are limited at present to the 
2,000 HOLC employes in Washington and 
to date about half of them have signed up. 


Here’s how it works: 


If the employe wants medical and hos- 
pital care for himself alone he pays $2.20 a 
month. An employe wanting care for 
himself and members of his family pays 


$3.30. 


In return they get necessary hospitaliza- 
tion up to 21 days a year and medical atten- 
tion from five physicians, including all va- 
rieties of surgery and medicine except 
treatment for certain prolonged diseases, 
such as cancer and advanced tuberculosis, 
where extensive confinement in an insti- 
tution is required. Dental service is not 
included. 


The federal part in the program came 
when the HOLC advanced $20,000 to fin- 
ance establishment of a clinic and pledged 
$20,000 more for next year. 


All members are urged to go at once to 
the clinic for a comprehensive physical ex- 
amination since disease prevention is em- 
phasized as a major purpose of the asso- 
ciation. 


But with 1,000 salaried potential patients 
taken from them, with a degree of federal 
assistance, it is perhaps not especially re- 
markable that the physicians in the district 
are disturbed. 


The first protest is that the $40,000 con- 
tributed by the HOLC was an unauthorized 
contribution to “socialized medicine.” 
HOLC officials replied that sickness cost 
the Washington office $100,000 a year in 
lost time and that if increased medical at- 
tention would reduce the loss, the cost 
would be offset. 


The second protest is that group medical 
practice will remove healthful competition 
among physicians and allow medicine to go 
stale, will reduce physicians’ income to a 
minimum, will attract only second rate 
physicians and, in the end, will leave few 
but the poor and jobless to be treated by 
doctors in private practice. Moreover, 
physicians are worried over the prospect 
of extending membership to all federal em- 
ployes in Washington (about 115,000), 
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making Washington a medical desert for 
private practitioners. 


Just what may come of it all is problem- 
atic. If the plan actually works out to ef- 
fect a real saving to the HOLC and at the 
same time materially reduces the cost to 
the individual of medical attention without 
lowering the class of attention he receives, 
then “socialized medicine” may be here to 
Stay. 

But it won’t come without a fight from 
the doctors who are left on the outside— 
and they certainly will represent a vast 
majority of practicing physicians of the 
country. And it’s far too early to tell 
whether this “buy - a - club - membership- 
and-stay-well” plan will or can prove at 
all satisfactory—Editorial from the Mus- 
kogee Daily Phoenix, December. 

* * ok * 

The above editorial is copied verbatim 
from a recent issue of the Muskogee Daily 
Phoenix and indicates exactly the reaction 
of the lay press to the matter of medical 
service for HOLC employes. This is not 
a threat of socialized medicine but IS so- 
cialized medicine sustained by both the 
moral and financial support of the federal 
government. The doctors that have been 
employed to do this work in Washington 
are not members of the District of Colum- 
bia Medical Society and I am informed 
they have had great difficulty in obtaining 
hospitalization for their patients as the 
standardized hospitals of Washington, D. 
C., refused to give these practitioners mem- 
bership on the hospital staff. 


There seems to be no limitation as to 
how far this proposition may be extended 
to employes of the federal government and 
can be made to include all federal employes 
throughout the United States. Should it 
be extended to include the employes in 
the city of Washington, and if the em- 
ployes accepted the proposition there 
would be very few left to be served by the 
regular practitioners of that city. 


The Council has instructed the Secretary 
to write all of our congressional delegates 
in opposition to this $20,000.00 a year ap- 
propriation. Of course this appropriation 
has not been authorized by congress for 
this particular purpose, but it has been 
used without the consent of congress for 


the use of the HOLC socialized medical 
plan. 

Any members of our State Association 
who are sufficiently interested should give 
this matter careful consideration and if 
you are opposed to this plan it might be 
well for you to communicate with your 
respective representatives in congress and 
let them know exactly your attitude in the 
matter before it grows to uncontrollable 
magnitude. 








a 





Editorial Notes—Personal and General 


DR. T. J. McGRATH, Sayre, has been appointed 
County Health Superintendent of Beckham County, 
effective December 4, 1937, to succeed Dr. H. K. 
Speed, Jr., resigned. 
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News of the County Medical Societies 


MURRAY County Medical Society held its annual 
meeting for election of officers on December 10, 
1937. The following were elected: P. C. Annadown, 
president; Byron B. Brown, vice-president; Richard 
M. Burke, secretary-treasurer; C. W. Sprouse, dele- 
gate; A. Fowler, Jr., alternate delegate, and the 
councillors are George W. Slover, F. E. Sadler and 
P. V. Annadown. All of the above named reside at 
Sulphur, except Byron B. Brown, who lives in Davis. 

















PUSHMATAHA County Medical Society met Jan- 
uary 3, 1938, at Antlers, for their first meeting of 
the year and election of officers, as follows: Presi- 
dent, Dr. E. S. Patterson, Antlers; Secretary, Dr. 
D. W. Connally, Antlers; Drs. B. M. Huckabay, 
Antlers, and John S. Lawson, Clayton, were elected 
delegate and alternate, respectively, for the 1938 
meeting. 





CHOCTAW County Medical Society officers for 
1938 are as follows: President, Dr. G. E. Harris, 
Hugo; secretary, Dr. F. L. Waters, Hugo. 


— 
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RESOLUTIONS 

















Whereas Dr. G. W. Crawford was an active mem- 
ber of the Washington County Medical Society for 
several years—during which time he was a con- 
scientious and tireless worker for the good of the 
Washington County Medical Society and for the 
medica] profession as a whole—his contacts and 
association with us were of a most pleasant nature 
and we fee] that we have lost a gifted and useful 
member of our profession. 


BE IT RESOLVED that we express to his wife— 
his father, mother and other relatives our apprecia- 
tion of his great worth, while living; and great loss 
in his death, and that we extend to his family an 
expression of deep sympathy which we individually 
and collectively feel in his death. 

Committee: Dr. J. V. Athey, 
Dr. J. P. Vansant, 


Dec. 3, 1937. Dr. L. D. Hudson. 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 23 








ABSTRACTS : REVIEWS : COMMENTS 
and CORRESPONDENCE 























EYE, EAR, NOSE AND THROAT 
Edited by Marvin D. Henley, M.D. 
911 Medical Arts Building, Tulsa 











Glaucoma at the Wills Hospital. Louis Lehrfeld, 
M.D., and Jacob Reber, M_D., Philadelphia. Ar- 
chives of Ophthalmology, November, 1937. 


Glaucoma is a rather broad term which includes 
all conditions in relation to the eyes which patho- 
logically cause an increased intra-ocular tension. 
This lengthy paper is an analysis of case records at 
this hospital of glaucoma from 1926-1935. This re- 
port contains numerous tables in its classifications. 
The reading is interesting. The author’s summary 
and conclusions are as follows: 

“The records for 1,876 patients with glaucoma seen 
at the Wills Hospital during the ten years from 1926 
to 1935 were examined and anal . This repre- 
sents an incidence of glaucoma of 0.78 per cent in 
the patients with ocular conditions. 

In the group, 413 cases of secondary glaucoma 
were found—22 per cent of the total series of cases. 

Trauma and syphilis were the two most promi- 
nent factors in the causation of secondary glaucoma. 

The development of a secondary rise in tension 
in any given ocular lesion is of grave significance; 
in 34 per cent of the cases of secondary glaucoma 
the condition ended in serious visual impairment. 

Twenty-eight cases of congenital, and 20 cases of 
juvenile, glaucoma are reported. 

One thousand, four hundred and fifteen cases of 
primary glaucoma are reported, 27.7 per cent cases 
of the congestive type and 72.3 per cent cases of 
the non-congestive type. These are analyzed on 
the basis of age, sex, refractive error, race, previous 
treatment, duration of symptoms and other factors. 

The average age of the males in the series was 59.9 
years, and that of the females, 59.7 years. 

There appears to be no evidence for the theory 
that the Jewish race is more susceptible to glaucoma 
than other races. 

There is evidence for the belief that acute at- 
tacks of glaucoma tend to occur during periods of 
colder, more unstable weather. 

The results of the follow-up study and field work 
carried out among the patients living in Philadel- 
phia are reported. 

The results of treatment for the various types of 


period of observation, ranging from two to ten years. 


It would appear that the Elliot trephine 
is the most efficient form of operative treatment. 

A small control group of patients receiving no 
treatment is presented to show the ultimate ocular 
damage in untreated patients. 

From the standpoint of public health, the most 


significant finding is the fact that 784 eyes had 
vision already reduced below 6/60 when the patients 


first presented themselves at the hospital. This is 

a commentary on the state of ignorance of the early 

signs and symptoms of glaucoma existent among 

patients, to some extent among family physicians 

= certainly among non-medical ocular practi- 
oners. 


Herpes Zoster Oticus. Dr. Durwin Hall Brownell, 
Ann Arbor, Mich. The Laryngoscope, November, 
1937. 

This is a clinica] entity known variously as Hunt’s 
syndrome, zona of the Greeks, cingula of the Ro- 
mans and shingles by the lay English speaking peo- 
ple. 1835 gave the first published good description 
of herpes zoster. The lesion is in the sensory gan- 
glia on the posterior spinal roots. It usually applies 
to a specific infectious disease. The term herpes 
zoster Oticus was first used by Koerner in 1904 and 
Gradenigo in 1907. 


According to Hunt herpes zoster of the auricle 
was seen twice among 47,000 cases at the Manhattan 
Eye & Ear Hospital in ten years. It was seen once 
in 15,000 cases at the Brooklyn Eye & Ear Hospital 
in five years. In the Massachusetts Eye & Ear In- 
firmary there were 65,000 patients seen in a ten 
year period with 33 diagnosed cases of herpes zoster 
oticus. The disease is induced by a filtrable virus, 
which commonly inhabits the nasopharynx. Harvey 
Cushing’s work of 1904, on areas of anaesthesia re- 
sulting from section of the proximal roots of the 
Gasserian ganglion and the upper cervical roots, is 
discussed. Also J. Ramsay Hunt's work on peri- 
pheral distribution of the sensory root of the seventh 
cranial nerve is reviewed. Herpes zoster oticus is 
occasionally associated with similar involvement of 
the ganglia of the fifth, eighth, ninth and tenth 
cranial nerves. 


The disease is self limited; there is an indefinite 
prodromal period, which is characterized by malaise, 
mild gastrointestinal upset, occasionally fever, and 
localized hyperesthesia which later becomes pain- 
ful. This stage usually lasts from two to five days. 
Pain which is the more constant symptom, is deep- 
seated in the ear and may be radiating, pulsating, 
lancinating, boring and prostrating in character. 
After a day or two the external auditory canal and 
auricle assume an indurated and edematous ap- 
pearance; characteristic herpetic vesicles appear in 
the concha, over the antitragus, posterior canal wall 
and, occasionally on the tympanic membrane. These 
vesicles usually disappear in ten to 14 days with the 
gradual subsidence of pain which has persisted 
through this period. Hyperesthesia of the region 
may be present for six months or longer. Some- 
times there occurs a facial palsy at about the time 
of the appearance of the eruption. 

Treatment is entirely symptomatic. Suitable 
measures are used to prevent a secondary infection 
in the vesicles, i.e. dry open treatment, non-irritat- 
ing powders, quickly drying antiseptics, etc. Hyp- 
notics and narcotics are used to help control the 
pain. 


Recovery is usually complete. There is no tend- 
ency to recurrence. 
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Chronic Sinusitis. W. Raymond McKenzie, M.D., 
F.A.C.S., Baltimore, Md. Southern Medical Jour- 
nal, November, 1937. 


The author makes a point that has probably oc- 
curred to every rhinologist. He says: “While one 
group is reporting good results from conservative, 
non-operative treatment, another group is reporting 
similar results accomplished by s — both 
groups equally sincere and honest in their opinions 
and deductions.” 

Mechanical obstructions to ventilation and drain- 
age, such as, septal deviations, true hyperplasia or 
polypoid formations, can only be removed by sur- 
gery. In such cases, drops, sprays, douches, suction, 

ted tampons, ionization, diathermy, irradia- 
tion, vaccines, non-specific protein therapy, etc., 
are ineffective. Where there is good ventilation 
and drainage and no abnormal tissue condition 
present, cases of so called chronic sinusitis, can be 
cleared up by some of. the above mentioned means 
at least symptomatically, for years. 

The author says that if the patient is properly 
examined and studied, and that if the operation 
best suited for that particular case is done by a 
competent surgeon, that the percentage of good re- 
sults from “sinus surgery” will be equivalent to 
that of surgery in any other part of the body. 

The author’s operation is a combined intranasal, 
trans-antro-ethmo-sphenoidal one; done under gen- 
eral anaesthesia: time for a bilateral operation— 
two to four hours. His technic is briefly as follows: 
morphine and atropine pre-operative; a special type 
of airway that eliminates respiratory embarrass- 
ment; a gauze sponge in pharynx; epinephrine pack 
both nares; if the septum is deflected enough to 
interfere with the operation, a submucous resec- 
tion is done; displacement of the middle turbinate 
away from the lateral wall and opening of the eth- 
moid cells; opening the antrum through the canine 
fossa; exeneration of antral contents including 
mucous membrane; removal of nasal wall of an- 
trum beneath inferior turbinate (4%x% in.); re- 
moval of anterior ethmoid cells via posterior antral 
wall; retract, with deep killian nasal speculum, mid- 
dle turbinate inward away from outer wall; re- 
moved ethmoid cells under middle turbinate—this 
exposes entire ethmoid labyrinth; now looking 
straight through you see the exposed anterior wall 
of the sphenoid, which is opened. The ethmoids, 
sphenoid and maxillary antrum are thus converted 
into one large, smooth cavity, protected by the 
middle and inferior turbinates but opened well for 
drainage. Silk cheek stitches are removed in seven 
days. Gauze packs are removed in 24 hours and 
saline irrigations are started in 48 hours. Hospital- 
ization lasts ten days. Treatments are continued 
eight to 12 weeks. Two hundred consecutive cases 
furnish data for this report. There were three 
deaths (one as a result of operation); 107 were 
classified as cured: 84 were improved, and six were 
unimproved. 


The Pathology and Treatment of Carcinoma of the 
Bronchus. F. C. Ormerod, London. The Journal 
of Laryngology and Otology, November, 1937. 


The result of 100 consecutive cases is summarized. 
In each case a portion of the growth was removed 
through the bronchoscope and proven histologically. 
They cover a period of about five and a half years. 
.The average age was 51.7 years. There were 92 
men and eight women. There were 58 on the right 
side and 42 on the left side. All tumors had an 
intrabronchial portion, varying in size from a 
nodule to a cauliflower-like mass occluding the 


main bronchus. In many the extrabronchial por- 
tion was the larger. In normal cases and in the 
presence of a neoplasm, after proper cocainization, 
passage of the bronchoscope produces very little 
tendency to cough. In the presence of inflamma- 
tion such as lung abscess or bronchiectasis, it is 
much harder to do away with the cough reflex. 


The differential diagnosis includes bronchiectasis, 
lung abscess, gumma, mediastinal tumour and be- 
nign tumour of the bronchus. An X-ray after lipio- 
dol introduction makes obvious a bronchiectasis. In 
lung abscess it is harder to differentiate; the X-ray 
helps some by showing the amount of displacement 
of the mediastinum and the trachea; bronchoscopic 
examination shows presence or absence of tumor 
(granulation tissues may require histological exam- 
ination); usually in lung abscess there is a flow of 
pus and the characteristic odor of broken down lung 
tissue. In the gumma you have the histological 
examination of the tissue, Wasserman and rapid 
disappearance of the growth under treatment. The 
author cautions not to overlook the possibility of a 
malignant growth even in the presence of a posi- 
tive Wasserman. The appearance of the bronchus 
helps to differentiate the mediastinal growth. His- 
tory usually helps in the benign and malignant 
growth 


The pathology of the tumours is discussed at 
length. Many microphotograps accompany the dis- 
cussion. 


The majority of these cases were too far ad- 
vanced for a successful lobectomy or pneumonec- 
tomy. They were treated by insertion of either a 
container with radon in it or the implantation of 
seeds. Both methods have certain advantages. The 
difficulty with the use of the tube is keeping it in 
place and also the radon is concentrated at one 
point which is liable to produce a stenosis of the 
bronchus afterwards. In the use of the seeds, usual- 
ly a series of six to eight seeds, each representing 
two millicuries of radon is used (number varies with 
size of tumour). Probably at the end of two months 
and again at five months this is repeated depend- 
ing on the result obtained. X-rays are taken fol- 
lowing treatments. 


About half of the seeds implanted were coughed 
up. Sometimes the remainder were found to have 
migrated into the mediastinum, pleural cavity or 
on the upper surface of the diaphragm. They 
cause no untoward symptoms as they become inert 
after 14 days. 


It is difficult to tell how long a patient has had 
the tumour. The majority gave a history of symp- 
toms of from four to nine months. The object of 
the treatment is to destroy the growth and to 
open up the bronchus and drain and aerate the 
lung distal to the obstruction. Sixty-seven cases 
were treated with radon. There were a number 
of these strikingly succesful. Twenty-eight cases 
for different reasons were untreated. Their av- 
erage life was 3.5 months. The average life of the 
treated case was 7.8 months. As the author states, 
averages many times give a false impression. Some 
of the treated cases were able to resume their work 
and live comfortably for 12, 18, 30 or 50 months. The 
benefit of opening the bronchus and aeration of 
the lung is soon seen. 


It is the author’s opinion that unless the patient 
is obviously in a dying condition and surgery is not 
practical, that radon treatment should always be 
carried out. 
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PLASTIC SURGERY 
Edited by 


GEO. H. KIMBALL, M.D., F.A.C.S. 
404 Medica! Arts Building, Oklahoma City 











Ptosis and Its Surgical Correction. Edmond B. 
Spaeth, M.D., Philadelphia. A.M.A. Journal, De- 
cember 4, 1937. 

The author divides blepharoptosis, commonly 
spoken of ophthalmologically as ptosis, into groups: 
Ptosis may be (1) congenital, (2) traumatic, (3) 
residuals of an inflammatory condition of the or- 
bit or (4) may be a part of a complete or incomplete 
external ophthalmoplegia, either central or peri- 
pheral in origin. Surgical ptosis should be consid- 
ered as any one of these cases which is stationary, 
which cannot be corrected by any medical treat- 
ment and which impairs vision. The author makes 
a plea for diversified surgery in the correction of 


ptosis. He quotes Terson as saying that “it is only 
with precise appreciation of the peculiarities of the 
individual case that one may hope to succeed in this 
delicate and special surgery of the lid.” 


Three muscles are of importance in a surgical 
consideration of ptosis. (1) Levator palpebrae su- 
perioris. (2) Occipital frontalis. (3) Superior rec- 
tus. 

The author points out that some cases of ptosis 
as may result from an intracranial neoplasm may 
not be considered surgical so far as ptosis is con- 
cerned. Also ptosis from myasthenia gravis in 
which surgery is contra-indicated. 

Four general procedures are available in the cor- 
rection of ptosis: (1) Shortening of the lid. (2) Ad- 
vancement with the resection of the levator. (3) 
Replacement of the levator by the occipitofrontalis. 
(4) Utilization of the superior rectus. 


The author illustrates his article by some un- 
usually fine drawings. The procedures indicated for 
ptosis are outlined in the following chart: 








Procedures Indicated for Ptosis 





Condition Present 


Unilateral 


Bilateral 





A.—Infants up to 3 years. 
B.—Children, 3 to 5. 


C.—Children 5 to 15. 


D.—Adults, uncomplicated and with 
levator action present. 


E.—Adults, bilateral without levator 
action but with superior rectus 
intact. 


F.—Adults, unilateral without su- 
perior rectus or levator action 
of any degree; acquired paraly- 
sis. 


G.—Adults, bilateral without super- 
ior rectus or levator action of 
any degree; acquired paralysis. 


H.—Trachomatous ptosis. 


I.—Children acquired paralysis and 
without uncorrected or accom- 
panying external ophthalmo- 
plegia; correction depends on 
the degree of involvement. 

J.—Adults with conditions as in I 
(correction depends on degree 
of involvement): (complete 
third nerve paralysis. See L.) 


K.—Ptosis with incomplete external 
ophthalmoplegia. 


L.—Ptosis with complete external 
ophthalmoplegia. 
M.—Cicatricial ptosis. 


N.—Ptosis following long standing 
enucleations. 


O.—Ptosis with neurofibromatosis. 


Crutch glasses. 
Hunt-Tansley, utiilzation occipitofrontalis. 


1.—Blakovies if levator action is present. 

2.—Hunt-Tansley Blaskovics or some modi- 
fication of a levator advancement. 

Blaskovics or some modification of a leva- 
tor advancement. 


1.—Use of fascial sling, utilization of oc- 
cipitofrontalis. 

2.—Heas, direct anchorage to occipitofron- 
talis. 

3.—Hunt-Tansley. 


1.—Tarsus and culdesac resection with ad- 
vancement of the levator. 


1.—Utilization of sutures which form perm- 
anent cicatricial tracts. 

2.—-Hunt-Tansley. 

3.—Hess, all occipitofrontalis action. 


1.—Utilization of sutures which form perm- 
anent cicatricial tracts. 

2.—Utilization of fascial slings. 

3.—Hess. 

4.—Muscle surgery with superior oblique. 

1.—Utilization of sutures which form perm- 
anent cicatricial tracts. 

2.—Crutch glasses. 

3.—Hess operation. 

Crutch glasses. 


1.—-Scar resection and suture. 
—S shortening oper. Everbusch opera- 
n. 

1,—-Blaskovies or some similar levator mus- 
cle procedure. 

2.—Lid shortening oper. (Everbush oper.) 
also a levator procedure. 

3.—Tarsus resection. 

1.—Tumor resection. 

2.—Hunt-Tansley with resection of the re- 
dundant tissue. 

3.—-Hess operation. 


Crutch glasses 


1.—-Hunt-Tansley, utilization of occipi- 
tofrontalis. 

2.—Modification of Motais. 

1.—Blaskovics. 

2.—Modification of the Motais. 


1.—Modification of Motais. 


2.—Blaskovies of some modification of 
a levator advancement. 

1.—Modification of the Motais. 

2.—Resection with advancement of the 
levator (see Lindner’s statement). 


1.—-Resection with advancement of the 
levator (see Lindner’s statement). 

2.—Use of fascial slings. 

3.—Bilateral Hess. 

1.—Tarsus and culdesac resection with 
advancement of the levator. 


1.—Utilization of sutures which form 

permanent cicatrical tracts. 
2.--Hunt-Tansley operation. 
3.—Bilateral Hess. 


1. Utilization of sutures which form 

permanent cicatricial tracts. 
2.—Utilization of fascial slings. 
3.—Bilateral Hess. 


1.—Utilization of sutures which form 
permanent cicatricial tracts. 

2.—Crutch glasses. 

3.—Bilateral Hess. 


Crutch glasses. 
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Comment: Dr. Spaeth had an exhibit at Atlantic 
City last spring with accompanying charts as an 
outline of his work on ptosis. In my judgment it 
is a most comprehensive one and the most common 
sense plan that I have ever seen. 

My own experience has included the use of the 
Hunt-Tansley procedure, the use of the fascial sling 
and the utilization of skin grafts in traumatic cases. 

’ This type of surgery calls for considerable detail 
and careful follow up work. 

I agree with the author that improvements can 
be made in this branch of surgery if each case is 
carefully studied and a reasonable operation car- 
ried out. 

In order to do this one must have at his finger 
tips the possibilities that have been outlined by the 
author. 
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ORTHOPAEDIC SURGERY 


Edited by Earl D. McBride, M.D., F.A.C.S. 
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Acute Bone Atrophy (Die akute Knochenatrophie) 
W. Rieder, Deutsche Ztschr. f. Chir., 936, 248:269. 


The author points out there are three types of 
acute bone atrophy: (1) the peripheral, which de- 
velops because of some external source of irritation; 
(2) the nervous, which is due to damage of the 
peripheral neurons from the posterior spinal gan- 
glia, downwards; and (3) the thrombotic, due to 
thrombosis of the femoral vein. All these forms 
have in common the alteration of the circulation of 
the blood and of the qualitive nutrition. Numerous 
experimental researches were undertaken by va- 
rious authors to study the effect of the nerve- 
section on bone. Their results were not uniform, 
however, in large part because of inflammatory 
lesions and, frequently, quite early ulcers. 


Acute bone atrophy was first pointed out by Su- 
deck. It may be more appropriately called “trophic 
disturbance of the extremities,” developing after 
trauma or inflammation, near or distant to the site 
of activity, and may show atrophic spots throughout 
the bone at a very early date. 


The researches of the author are concerned with 
the pathologico-anatomical changes, not studied 
until now, with the systematic histological demon- 
stration of the acute form of spotty bone atrophy, 
and further, with the histological researches of ex- 
perimentally produced acute bone atrophy. A series 
of typical findings were picked from a large group; 
the most important data were taken from the clini- 
cal histories, such as fractures, gun-shot wounds, 
osteomyelitis, tuberculosis, and whitlows, supple- 
mented by roentgen films and histological illustra- 
tions. The experimental observations were reported 
in a similar manner. From all these researches the 
results were correlated in the following way: 


A marked hyperemia of the bone blood vessels 
could be found even in the early phases of bone 
atrophy. The resorption of bone in this stage is 
brought about by narrow, spindle-shaped osteo- 
clasts. Even after only two or three weeks a very 
much more marked apposition and resorption is es- 
tablished. In spite of widespread and often piled- 
up chains of osteoblasts, the calcification of the 
wide, osteoid trabecular borders is deficient. 
pathologico-anatomical changes, particularly the 
failure of calcification, are the expression of a quali- 
tative defective new bone formation or dystrophy. 
Clinically, one finds in the stage of acute bone 
atrophy of the a extremity a hyperemia and 
hypertrophy of the skin; edema; cyanosis; diminu- 





tion of tissue ability to react; delayed appearance 
and disappearance of reactive erythema on stimu- 
lation by cold; pathological changes in the micro- 
scopic picture of the capillaries. 

Bone atrophy is also produced by immobilization, 
although in this type vasomotor and trophic dis- 
turbances are absent. Arterial ligation has no in- 
fluence upon bone structure. Four to six weeks 
after thrombosis of the femoral vein, a typical pic- 
ture of acute spotty atrophy occurs; this could not 
be reproduced in animal experiments. by ligation of 
the larger veins. Determination of the alkali re- 
serve by the Van Slyke method gave no uniform 
elevation of CO2 in venous blood: just as seldom 
was there a uniform change in the blood lactic acid. 
By venous blood perfusion of an isolated area of 
living blood, an elevation of the calcium level of the 
venous blood is demonstrable, although the cal- 
cium level remains the same during the normal cir- 
culation of mixed arterial and venous blood. In ex- 
perimentally produced bone atrophy the determina- 
tion of the calcium level peripheral] to the site of 
diseased bone shows a reduction of calcium. Exclu- 
sion of vessel constrictors in animal experiments 
tends to restrain the development of bone atrophy. 
Accordingly, cases in which the limp dystrophy has 
not been of too long duration may be cured by 
ramisection. The separate parietal layers of the 
medullary matter are interspersed by a thick net- 
work of nerves. There exists a uniform localization 
and correlation with the vessel damage in the bones. 
Occasionally, after the subsidence of the original 
stimulus of the dystrophic symptom-complex, an 
independent disease of the peripheral vasomotor 
system may persist. Common to all forms of acute 
bone atrophy is the damage to the circulation and 
local metabolism. It forms the basis for the subse- 
quent development of bone dystrophy. The dam- 
age to circulation and metabolism leads to a distur- 
bance of equilibrium, particularly of bone apposi- 
tion and resorption, so that resorption predomi- 
nates. The same stimulating factors which dilate 
the vessels lead to an increase of osteoclasts. The 
irritating factors, which directly or indirectly at- 
tack the terminal vessel bed, are also responsible 
for the development of traumatically produced ex- 
tremity dystrophy. This dystrophy may persist 
after the exclusion of the original cause. A great 
number of damaging factors may influence the de- 
velopment of atrophy due to inflammatory ex- 
tremity dystrophy. In the necrotic form the dis- 
turbance of circulation occurs because of direct 
nerve influence. The existence of the thrombotic 
form of atrophy is bound up with the optimum 
acidity. The foremost principle of treatment aims 
at the eradication of the underlying disease, the 
improvement of circulation, and thereby the im- 
provement of local metabolism. 

In difficult and refractory dystrophies of the ex- 
tremity ramisection may bring cure, and even prog- 
ressive improvement may be noted after its use in 
cases of several years’ duration. 


Smith-Petersen, New Eng. J. Med. 1937, 216: 827. 


This is a report of 90 cases of osteotomyelitis over 
a period of two years. Although this is a short 
time to draw definite conclusions, the authors have 
a tendency to become more and more conservative 
in the treatment of acute cases. They make the 
patient as comfortable as possible and then attack 
the local condition. 

Sub-periosteal abscesses should be drained and if 
they suspect pus being present to a definite degree, 
a few holes are drilled in the bone, but nothing 
more. In cases with a streptococcus septicemia im- 
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munotransfusions should be done, and in those with 
a staphylococcus septicemia an antitoxin should be 
tried 


The most discouraging cases are those involving 
the femur; of 23, only five are completely healed 
and 12 are being followed. Three amputations were 
done to save life; two patients died; and one patient 
was lost from observation. Osteomyelitis of the 
tibia is less discouraging because the bone is more 
superficial. 

Any bone cavity should be uncovered thoroughly. 
The wound may then be packed, and the packing 
changed every few days under an anesthetic, if 
necessary; or the wound may be closed with glass 
cannules, such as devised by Smith-Petersen, sewed 
in at each end. A constant stream of Dakin’s solu- 
tion is then kept running through the depths of 
the wound. In several cases this last procedure re- 
sulted in satisfactory healing in a shorter time. 


Abstractor’s Note: Frequently there are articles 
written regarding osteomyelitis. It is interesting to 
note that men of authority like Smith-Petersen still 
adhere to the old method of drilling early holes in 
the bone and treating the wound with continuous 
Dakin’s solution. The Orr method has replaced 
this form of treatment in the hands of a great 
many competent orthopedic surgeons, and the final 
results, as seen through the crippled children’s clin- 
ics held throughout Oklahoma, are convincing that 
the uniformity of result proves definitely the Orr 
method is better than the washing of wounds and 
frequent dressings as recommended in the above 


article. 
Earl D. McBride, M.D., F.A.CS. 
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Cancer of the Breast. Charles C. Lund, Boston, 
Mass. Surgery, Gynecology & Obstetrics, De- 
cember, 1937. 


The material from which this paper was written 
was obtained from work done under the direction 
of Dr. Robert B. Greenough at the Huntington 
Memorial Hospital and at the Massachusetts Gen- 
eral Hospital in Boston. Dr. Greenough had a wide 
experience with carcinoma of the breast. Although 
Dr. Greenough has now passed on, his work is being 
carried forward by Dr. Grantley Taylor, Ernest Da- 
land and others including Charles Lund, the latter 
being the author of this article. 


There has been a great amount of discussion as 
to the necessity for and results of preoperative or 
postoperative radiation. The conclusions that fol- 
low will therefore be of value since they are the re- 
sult of open minded, careful work by one of the 
great leaders in cancer therapy in one of the great 
medical centers of the world. 


The conclusions of this article (which are essen- 
tially those of Dr. Greenough in fact) are as follows: 

“1. Patients with suspected cancer of the breast 
should be very carefully studied before the course 
of treatment is decided upon. This study includes 
complete history, physical examination, and X-ray 
examination of the chest, spine, pelvis and skull. 

“2. Following this study the patients should be 
separated into two classes: (1) those with a chance 
of cure; (2) those without a chance of cure. 

“3. The former should undergo radical pro- 
cedures, without previous radiation treatment. Post- 


operative X-ray treatment is not a necessary part 
of the routine for all patients. 

“4. The patients classed as incurable should be 
given powerful doses of X-ray, and no surgery and 
usually no radium.” 

I interpret this to mean that if a surgeon knows 
how to do an adequate radical operation and if the 
patient under consideration has, in his judgment, 
a possibility of cure, there is no obligation on his 
part to use radiation of any kind before or after the 


operation. 
LeRoy D. Long. 
Uterine Prolapse 

The three following abstracts are particularly 
interesting in relation to treatment of advanced 
stages of procidentia and vaginal herniation in 
older women. There is also an interesting 
unanimity of opinion about procedures to be 
employed in prolapse in younger women where 
— or total preservation of function is es- 
sential. 


An Efficient Composite Operation for Uterine Pro- 
lapse and Associated Pathology. Edward H. Rich- 
ardson, Baltimore, Maryland. American Journal 

of Obstetrics and Gynecology, November, 1937. 


Richardson has attempted to devise an operative 
procedure for advanced grade genital prolapse 
largely because recent follow-up studies at John 
Hopkins Hospital reveal the fact that total vaginal 
hysterectomy for the treatment of advanced grade 
vaginal hernias failed to achieve complete anatomic 
success in 30 per cent of the cases, whereas only four 
per cent of failures occurred following the inter- 
position operation. 

This operation is not devised for employment in 
the younger age group where the surgical problems 
presented are relatively simple. In the younger 
age group treatment includes conservative therapy 
to a damaged and infected cervix, plastic repair of 
the fascial bladder and urethral support, recon- 
struction of the pelvic floor, and recto-vaginal sep- 
tum, together with an efficient suspension of the 
uterus by the abdominal] route. 


This operation has been devised for the more 
complex problems associated with advanced stages 
of vaginal hernias frequently encountered in elderly 
women. The advanced grades of uterine prolapse 
are commonly encountered in association with “hy- 
pertrophy, elongation and chronic infection of the 
cervix, benign disease of the corpus, pronounced 
descent of the bladder or cystocele, impairment of 
the vesical sphincter, urethrocele, a broken down 
perineum and pelvic floor, rectocele and enterocele.” 


The most widely employed procedures for the 
treatment of this condition are: (1) Total vaginal 
hysterectomy. (2) Watkins Wertheime inter-posi- 
tion operation. (3) Manchester-Fothergill proced- 
ures. (4) Curtis advancement operation. (5) Par- 
tial (Le Fort) colpocleisis; and (6) total colpectomy. 


There are certain inherent defects chargeable to 
each of the more popular procedures, when one con- 
siders the p purpose as complete elimination 
of both actual and potential disease and restoration 
with permanent stabilization of normal anatomic 
relationships. 

“Judged by this standard. both colpocleisis and 
total colpectomy, while possessing undoubted merit, 
must be regarded as last resort measures which, 
even if objectively efficient, are both subjectively 
and anatomicaly far from ideal. The entire group 
of transposition operations are open to the objec- 
tion that they leave the uterus as a potential source 
of later benign or malignant disease. In total vagi- 








28 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION - 


nal hysterectomy the most dependable supporting 
structures are first partly devitalized by the appli- 
cation of crushing clamps, division and ligation 
with constricting sutures; these same impaired 
structures are then relied upon to furnish the cen- 
— and main support of the entire reconstruction 
p = 

“Now the composite operation here offered avoids 
the objections to the commonly used procedure 
noted above. By utilization of the time honored 
high amputation of the cervix coupled with sub- 
total vaginal hysterectomy, it eliminates existing 
and potential uterine disease, thereby also relieving 
the supporting structures of considerable dead 
weight; by preserving intact that segment of the 
cervix to which are normally attached the cardinal 
and the uterosacral ligaments together with the 
sturdy pubocervical fascia, ideal conditions are 
created for adaptation of the most dependable fea- 
tures of the several transposition operations; plica- 
tion of the vesical sphincter is easily executed; ac- 
curate identification and dissection of the pubocer- 
vical fascia permits imbrication of this valuable 
unit beneath the bladder neck and urethra in ac- 
cordance with the established principles of hernio- 
plasty; suture of the round ligaments into the 
angles of the cervical stump provides additional lift 
and support; adequate circulation to the cervical 
stump and attached structures is assured through 
preservation of the adjacent main trunks of the 
uterine vessels and their branches; the ureters are 
not endangered by any step of the operation; oblit- 
eration of the culdesac and plication of the utero- 
sacral ligaments for associated enterocele are readi- 
ly effected; and, finally, reinforcement of the recto- 
vaginal fascia together with reconstruction of the 
pelvic floor and perineum completes the operation 
with accurate restoration of normal anatomical] re- 
lationships having been achieved. Attention is 
again called to the fact that every important step 
of the operation is borrowed from an already well 
established procedure in the treatment of vaginal 
herniae. Immediate results in the small series of 
cases thus far dealt with by this method, totaling 
about 25, have been completely satisfactory.” 


The operative technic is very carefully described 
and illustrated. 


Prolapse of the Uterus-Shifting Trends in Treat- 
ment. Joseph L. Baer, Ralph A. Reis & Robert 
M. Laemle, Chicago, Ill. American Journal of Ob- 
stetrics and Gynecology, November, 1937. 


These authors report a recent review of the op- 
erative results in 220 instances of prolapse of the 
uterus. Of these, 17 patients had a first degree 
prolapse, 76 had a second degree prolapse, and 123 
had a third degree prolapse. Ten types of opera- 
tion were employed. Based upon the immediate 
and remote results these authors considered three 
of these as well suited to meet particular indica- 
tions, namely the interposition operation, the Le- 
Fort vaginal occlusion operation, and the Mayo 
vaginal hysterectomy. 


“The interposition operation was completely suc- 
cessful in 56 out of 64 (87.5 per cent) in the series 
previously published. In the present series, the in- 
terposition operation was successful in 17 out of 
19 (89.5 per cent). Vaginal hysterectomy, to which 
we turned in order to improve our results and the 
results of which were followed in 65 women, was 
successful in only 46 instances (70.7 per cent). The 
patients in both series were operated upon by the 
same group of gynecologists. Since it may be as- 
sumed that these operators were equally competent 
in both types of operation, the results obtained em- 





phasize the superiority of the interposition opera- 
tion over vaginal hysterectomy in our hands.” 

They therefore believe that the interposition op- 
eration should take precedence over vaginal hyster- 
ectomy whenever the conditions for its election are 
met. They also feel that vaginal hysterectomy 
should be restricted to prolapse in which the path 
ology of the uterus itself carries the indication for 
hysterectomy. 

They too, feel that Gilliam suspension operation, 
combined with vaginal reconstruction, is best suited 
for third degree prolapse in the child bearing group. 


Procidentia: A New Operation for Cure of Fourth 
Degree Prolapse. Rafe C. Chaffin, Los Angeles, 
Calif. The American Journal of Surgery, August, 
1937. 


The operation described in this article embodies 
many of the principles employed by Richardson in 
his so-called composite procedure. A vaginal sub- 
total hysterectomy is performed. The round and 
broad ligaments are sutured to the posterior sur- 
face of the cervix. The cervical stump is interposed 
between vagina and bladder, and an anterior col- 
poplasty performed over the stump of the uterus. 
He does not speak abcut amputation of the cervix. 


COMMENT 


Comment on the three previous articles concern- 
ing the treatment of procidentia: 

Complete uterine prolapse with the many asso- 
ciated pat conditions is a very common 
condition. Because of the admitted incidence of 
both partial and complete anatomic failure with the 
operative procedures usually employed and because 
of the rapid succession of articles upon this subject 
in gynecological literature, it is quite evident that 
improvement should be sought in the operative ap- 
proach. It is equally evident that, regardless of the 
operative procedure, no one plan can be used in 
every instance and the proper procedure must be 
applied to each individual patient. 


There is much to be said in favor of the composite 
operation as devised by Richardson and Chaffin. 
They should both receive recognition in patients 
where there is pronounced benign pathology of the 
uterine fundus. 

It is also an interesting circumstance to observe 
the recurring popularity of the interposition opera- 
tion, following so closely upon the rather wide- 
spread condemnation which it has received in the 
past five years. I continue to consider it as an 
ideal operation in a selected group of patients with 
large cystocele, uterine body that is neither too 
large nor too small, absence of gross adnexal path- 
ology, and in women past the menopause. 


The essential difference between complete vag- 
inal hysterectomy and the operation devised by 
Richardson and Chaffin lies in allowing the cervix, 
all or in part, to remain and in in the cer- 
vix or its healthy remnant between the bladder and 
the vaginal wall as in the average interposition op- 
eration where the fundus is so placed. One can 
easily recognize merit in this type of variation from 
the usual vaginal hysterectomy in certain types of 
patients. 

The principal objection to this variation lies in 
the fact that potentially diseased cervica] tissue 
may be left in situ to cause subsequent trouble. 
However, if the uterine tissue is not the location of 
actual pathology, removal of the uterus in part or 
entirely should be determined upon the basis of 
whether or not the uterus would be valuable tissue 
employed in the reconstruction of the vagina. 

Wendell Long. 
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Tleocecal Lymphadenitis in Children. Arthur E. 
Brown, M.B., B.Ch., F.R.A.C.S., Colac., Cictoria, 
Australia. Surgery, Gynecology and Obstetrics, 


The article is introduced by this statement: “It is 
now generally recognized that there exists in chil- 
dren and young adolescents, an acute abdominal 
condition, in which the symptoms are very similar 
to those of appendicitis, but in which the predomi- 
nant findings at operation, and presumably the 
principal pathological basis, consists only of an in- 
flammatory enlargement of the mesenteric and 
retroperitoneal lymph glands draining from the 
ileocecal angle.” 

The statement is made that the condition is com- 
mon, that it usually comes under the observation 
of surgeons, that the diagnosis is nearly always ap- 
pendicitis. 


The author believes that a preoperative diagnosis 
is possible in a reasonable proportion of cases. 


The author says: “The general picture of such a 
case is as follows: The patient is between the ages 
of 3 and 18 years. He is seized with abdominal pain 
which is of varying severity and can generally be 
traced to the right lower abdomen. During that at- 
tack there is evidence of definite toxicity. The at- 
tacks subside as a rule, and the child has intervals 
of weeks or months during which he is apparently 
perfectly well; but the attacks recur and will con- 
tinue to recur, until the operation of appendectomy 
is performed, after which he will be free from symp- 
toms. In English the standard and probably best 
known descriptions of the condition are those of 
Praser in his book ‘The Surgery of Childhood,’ and 
of Braithwaite in the British Journal of Surgery 
of 1925.” 

Fraser is quoted as saying: “There is considerable 
general disturbance and fever. The symptoms 
rarely last for more than 24 to 48 hours and abate 
with characteristic suddenness. The pain is local 
from the start, never referred. The tongue remains 
clean.” And he emphasizes a little later, “The at- 
tack subsides with characteristic rapidity.” 


The author, based upon his experience, divides 
the patients into two groups. The first group pre- 
sents very acute symptoms, the second group milder 
symptoms. 

Illustrative of the first group, the following his- 
tory is recorded: “Frank A., age 14 years, male. 
First symptoms occurred six days prior to examina- 
tion when he became ill with what his parents 
described as ‘influenza.’ He was feverish for two 
days, immediately after which he had severe ab- 
dominal pain with fairly severe retching. The 
pains persisted, being more or less severe in degree, 
and was said to be definitely worse after taking 
food. The day before examination he had an at- 
tack of shivering, and that evening the pain be- 
came localized in the lower right side of the abdo- 
men. His bowels were described as being ‘inclined 
to constipation.’ During the past two years he had 
had repeated attacks of general abdominal pain. 
these being less in evidence during the last 12 
months. On examination: Tongue was found to be 
dry and dirty; the temperature 102; pulse, 112; res- 
piration, 20; leucocytosis, 18,000. The abdomen was 
flat. There was tenderness in the right iliac region, 
overlying a tender mass felt beneath the abdominal 
wall. The mass was dull to percussion, and lay 
higher and rather more internally than the usual 
position of an appendiceal abscess. The urine 
showed a cloud of albumin. A diagnosis was made 
of ileocecal adenitis, and operation was withheld 
for a period of observation. The blood picture on 
the succeeding four days is shown in the table 


which follows: (the table shows W.B.C. from 18,000 
to 11,000 over a period of three days). 

On the fourth day the mass felt appeared to be 
more extensive in an upward direction, and his 
temperature was 103.2. Operation was performed. 
The appendix was normal in appearance, though 
with a slight degree of congestion in the serosa. It 
was neither inflamed nor edematous. There was 
a large mass of retroperitoneal glands acutely in- 
flamed, the largest and reddest being in the 
ileocecal angle, smaller and less inflamed along 
the common iliac vessels and toward the root of 
the mesentery, becoming smaller as they went cen- 
trally. The temperature became normal within 24 
hours of the operation and remained so. The albu- 
min disappeared from the urine, and six days after 
the operation the blood picture was: Leucocytes 
12,800, polymorphonuclears 57.5, eosinophiles 4.5, 
lymphocytes 33, monocytes 5. 

“His health has been uniformly good since the 
operation, with no attacks of pain.” 

The subacute or recurrent cases are illustrated by 
the following report: “George P., aged 13 years, 
male. First symptom appeared two days before ex- 
amination. The boy had an attack of pain in the 
abdomen in the afternoon while going to work. He 
did not vomit, but felt sick. He had his evening 
meal and slept well all that night. The pain was 
still present the next morning, and he stayed away 
from school, but had all his meals. There was an 
interval at mid-day free from pain, but they re- 
curred in the afternoon. He slept all night, but 
found the pains still present on waking the follow- 
ing morning. The bowels were open normally 
throughout. The pain was always located below 
and to the right of the navel. In the previous six 
months there had been three attacks of pain simi- 
lar in nature, and lasting from half a day to a day. 
On examination, the tongue was found to be dirty; 
the temperature was 99.6 degrees; pulse, 112; res- 
piration rate, 20. The urine showed no abnormal- 
ity. Blood examination showed a leucocyte count 
of 20,000, the differential count being: Polymor- 
phonuclear leucocytes 44.5 and mature in type; 
eosinophiles, 6.5; lymphocytes, 46; monocytes, 3 per 
cent. The abdomen was tender just below and to 
the right of the umbilicus, not at McBurney’s point. 
There was no rigidity, but a feeling of slight mass 
under the pressure of the fingers. A diagnosis of 
ileocecal adenitis was made, and operation fixed for 
the following day. On the next morning the blood 
count was repeated, and showed a strikingly dif- 
ferent picture. The total leucocyte count was 29,600, 
with 86 per cent polymorphonuclear cells, well ma- 
tured, and only 10.5 per cent lymphocytes. The 
eosinophiles had disappeared altogether. At the 
operation the appendix was found to be large and 
bulky, with some congestion in its appearance, but 
neither edamatous nor inflamed. The retrocecal 
glands of the ileocecal angle, those of the meso- 
appendix, and those in the mesentery of the termi- 
nal six inches of the ileum, were enlarged and hard, 
but quite discrete. The temperature fell to normal 
immediately following the operation and remained 
at a normal level throughout a normal convales- 
cence. He had no recurrence in his intermittent 
pains since his operation.” 

In a rather lengthy discussion, there is an at- 
tempt to make an analysis of the symptoms in the 
cases reported. 

With reference to the etiology, the statement is 
made: “It remains the most likely possibility that 
the condition is caused by an infection with an 
organism in the ileocecal area, which has a slight 
local effect, but a marked secondary effect on 
glands in the draining area.” 

Apparently, the author has concluded that ap- 
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pendicectomy is the proper treatment for ileocecal 
lymphadenitis in children. In his summary the 
statement is made: “I have drawn from them the 
conclusion that if the operation is not done the 
attacks of pain will continue to occur intermittently, 
but that the removal of the appendix will bring 
about complete and permanent cure.” 
COMMENT 

Notwithstanding the rather dogmatic statements 
and the apparent enthusiasm of the author, this 
article does not appear to be either very satisfactory 
or enlightening. 

An attempt is made to show that there are cer- 
tain characteristic symptoms and signs in ileocecal 
lymphadenitis that are not present in appendicitis. 
At the same time, the author makes the definite 
statement that ileocecal lymphadenitis is cured by 
an appendicectomy. 

When one reads the article with care one is im- 
pressed with the significant fact that all the cases 
reported could reasonably fall into the group which 
surgeons have recognized for a long time as re- 
current appendicitis. 

Altogether, the article ir a striking paradox. 

LeRoy Long. 
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Edited by D. W. Branham, M. D. 
514 Medical Arts Building, Oklahoma City 











The Criteria of Cure of Gonococcal Infections in 


and Venereal Diseases, November, 1937. 


The author states he was induced to make this 
study because of the lack of general knowledge 
among both physician and the laiety as regards the 
permanent cure of gonorrhea in women. He has 
taken for material the case records of 75 patients 
as a basis for this investigation. Several of these 
patients were induced to return for a complete 
follow-up examination in an attempt to see whether 
evidence of infection still persists after a number of 
years. 

The author writes informally and freely of his 
views in regard to many phases of diagnosis and 
treatment of this disease. He uses for treatment in 
gonococcal vaginitis in children a combination of 
both local applications of mercurochrome in con- 
junction with amniotin suppositories. He is of the 
opinion that his results are satisfactory with such 
treatment, but he emphasizes a follow-up program 
extending for at least a year after apparent cure. 

As regards the value of smears in the determina- 
tion of cure he feels their importance is over-rated. 
To be of much value they should be repeated many 
times. He is of the opinion cultures would be a 
more reliable method of determining whether a 
cure has been completed. 

His criteria of cure is based on the following: 


1. Long observation of the patient with repeated 


follow-up examinations for signs of infection. 

2. Repeated negative smears. 

3. Continually negative history of infection both 
personal and marital. 

He briefly records his impression of the various 
physical methods of treatment, namely, the Elliott 
treatment, diathermy and fever therapy as being 
rather disappointing so far as producing more than 
a symptomatic cure. He specificially mentions 
fever therapy as being too radical for the average 
gonococcal infection and recites of a catastrophe in 


his experience in which a fatality occurred with this 
treatment. 

His conclusions were briefly that no swift, simple, 
easy test is available that will indicate the presence 
or absence of gonorrhea. Only continuous observa- 
tion over a long period of time will indicate free- 
dom from the disease. Of the patients studied by 
his criteria of cure 90 per cent were proven to be 
well and he feels on the basis of his experience 
gonorrhea in women can be permanently cured. 


Traumatic Ruptures of the Bladder. A. R. Stevens, 
Chicago, Illinois, and W. R. Delzell, New York. 
Journal of Urology, November, 1937. 


The authors discuss this most important urologi- 
cal emergency using for study 27 such cases. They 
state the etiological factors for such conditions rests 
in most instances on the fact that the bladder pre- 
vious to rupture is distended and vulnerable to in- 
jury. Blows over the lower abdomen with compli- 
cating fracture of the pelvic bone are the most fre- 
quent direct cause for rupture and resultant ex- 
—_— Oftimes other viscus are seriously in- 
The diagnosis is based on evidence of shock with 
the presence of blood in the urine. Catheterization 
is a particularly fallacious method for determining 
the presence of rupture as not infrequently urine 
will be aspirated from the abdominal cavity or the 
rent in the bladder wall may be temporarily sealed 
by omentum or blood clot. They believe that cys- 
toscopy is a safe and more reliable method of diag- 
nosis. Cystograms using the retrograde method 
with air or contrast media are also an excellent 
diagnostic procedure. They do not feel the intra- 
venous method in obtaining cystograms is very con- 
clusive. 

They discuss the treatment emphasizing early 
surgical intervention and providing supra-pubic 
drainage, at the same time repairing the tear. Ade- 
quate extra vesicle drainage is essential and at 
times it may be necessary in the presence of peri- 
neal extravasation to place a drain in this region. 

In their series of cases they encountered 37 per 
cent mortality. In 14 intraperitoneal ruptures there 
were eight deaths, but only two deaths occurred in 
13 cases of extraperitoneal rupture. In their sum- 
mary they stressed that rupture must be differen- 
tiated from perforation as the mortality is higher in 
the former. Early diagnosis and prompt surgical 
treatment are vitally important. 

Comment: A thoroughly timely and practical 
article on a condition that is becoming more preva- 
lent in this day of excessive beer drinking with re- 
sultant diruresis and automobile accidents. I dis- 
agree with them as regards the safety of catheteri- 
zation and cystoscopy and fee] that these instru- 
ments hold a potential danger in favoring infection. 
Intravenous urography has been an invaluable aid 
in the diagnosis and I feel that this is the first 
diagnostic procedure to be made in every instance 
of suspected bladder rupture. 


Some Observation on the Renal Capsule. Harry C. 
Holnick, Chicago, Illinois. Journal of Urology, 1937. 


An anatomic-physiological study of the renal 
capsule, a structure that has been somewhat neg- 
lected but nevertheless is important in various ways. 

The author remarks of the elasticity of the 
fibrous capsule of the kidney which allows the 
organ to expand and contract as it changes its 
intrarenal tension. It also protects the parenchyma 
of the kidney from injury by its elasticity as well 
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as a barrier to extension of infection from the 
perirenal tissue. 

In a series of observations made on dogs in which 
he performed decapsulation he found the newly 
formed capsule lacked the normal elasticity and 
had a tendency to contract and compress the kid- 
ney. He believes decapsulation is harmful to the 
kidney and may result in interference with its 
function, therefore should never be done routinely 
in renal operations. 


The Hite of tl 66 ie. tee Se Deine 
Of Free Conjugated S 


Mayo 
ace end A 8 Gee, October 20, 1937. 


The authors have previously reported on the 
effect of reaction or bactericidal effect of 
sulfanilamide. It was found that the bactericidal 
action of sulfanilamide for suseptible organisms 
was decidedly enhanced when the urine was ren- 
dered alkaline. 

Their conclusions were that sulfanilamide prob- 
ably is most effective bactericidally in the free 
form and rather low concentration of the drug 
25 to 30 milligrams per 100 c.c. when excreted in a 
highly alkaline urine will inhibit the growth of 
bacteria. The conjugated form when excreted in 
the urine is of lesser value so far as bacteriostatic 
power is concerned. They are of the opinion that 
this needs further observation 

COMMENT 

A practical bit of knowledge regarding a drug 
that is receiving a considerable proportion of the 
profession’s interest at the present time. Adminis- 
tration of alkalies in conjunction with sulfanila- 
mide should be productive of better therapeutic 
results. 

What Every Woman Doesn’t Know—How to Give 
Cod Liver Oil 

Some authorities recommend that cod liver oil be 
given in the morning and at bedtime when the 
stomach is empty, while others prefer to give it 
after meals in order not to retard gastric secretion. 
If the mother will place the very young baby on 
her lap and hold the child’s mouth open by gently 
pressing the cheeks together between her thumb 
and fingers while she administers the oil, all of it 
will be taken. The infant soon becomes accustomed 
to taking the oil without having its mouth held 
open. It is most important that the mother admin- 
ister the oil in a matter-of-fact manner, without 
apology or expression of sympthy. 

If given cold, cod liver oil has little taste, for the 
cold tends to paralyze momentarily the gustatory 
nerves. As any “taste” is largely a metallic one 
from the silver or silverplated spoon (particularly 
if the plating is worn), a glass spoon has an ad- 
vantage. 

On account of its higher potency in Vitamins A 
and D, Mead’s Cod Liver Oil Fortified With Per- 
comorph Liver Oil may be given in one-third the 
ordinary cod liver oi] dosage, and is particularly 
desirable in cases of fat intolerance. 








Pneumococcic Research 
State Medical School Asks Cooperation of 
State Doctors 
Under the direction of Dr. H. D. Moor, the Bac- 
teriology of the Oklahoma University, 
School of Medicine, is investigating the prevalence 
of the various types of pncumococcic pneumonia in 
the state. This is being undertaken purely as a re- 


search problem and is definitely not intended as a 
diagnostic service. Results of this research will be 
given to the profession, in published articles, as the 
work progresses. 

The doctors are asked to cooperate in this work 
by supplying material for examination. Please send 
to the Bacteriology Department specimens of spu- 
tum from any cases of pneumonia, either lobar or 
broncho-pneumonia, which you may have. The de- 
partment will gladly send a messenger for the 
specimens in Oklahoma City or will mail out con- 
tainers to those out of the city, who will kindly 
assist in this research. 


Gee 
vv 


Roentgen Therapy of Lobar Pneumonia 

In January, 1933, Eugene V. Powell, Temple Texas 
(Journal A. M. A., Jan. 1, 1938), employed roentgen 
therapy on a patient who was ill with lobar pneu- 
monia. Unable to find any references in the litera- 
ture on dosage, he used a technic which had proved 
valuable in the treatment of carbuncles. However, 
he increased the filtration and skin-target distance. 
so as to irradiate more homogeneously the large 
mass of tissue that is involved in a consolidated 
pulmonary lobe. Within a few hours after the 
treatment the patient was relieved of much of his 
distress, and within 24 hours his temperature drop- 
ped by crisis. He then pursued an uneventful and 
complete convalescence. Since then he has used 
roentgen radiation in the treatment of 104 cases of 
acute lobar pneumonia and in 30 cases of broncho- 
pneumonia. Only five of the patients with lobar 
pneumonia died, and those with bronchopneumonia 
showed a reduction in mortality from 30 per cent 
to 13 per cent. From 250 to 350 roentgens of 0.3 
angstrom unit of effective radiation (135 kilovolts 
with 3 mm. of aluminum filter) is given anteriorly 
or posteriorly over an area a little larger than the 
involved portion of the lung. If the temperature 
and white blood cell count have not dropped to 
normal within 36 to 48 hours, a second roentgen 
treatment is given to an opposite field. Usually 
within two or three hours after the first treatment 
the patients report feeling much better. Clinically, 
too, they look less sick. Within 36 hours, fre- 
quently during the first 12 hours, their temperature 
drops to normal. The pulse rate, the respiration 
rate and the white blood cell count drop also, but 
usually not quite so rapidly as the temperature. A 
secondary rise in temperature, not very high and 
lasting only a few hours, is not uncommon. It is 
only when the leukocyte count stays high or when 
the temperature remains elevated that the addi- 
tional treatment is given. The resolution of the 
pulmonary consolidation practically always lags 
behind the other evidences of recovery. A few pa- 
tients with pneumonia of mixed infection have re- 
ceived a third or fourth treatment, but then suc- 
cessively smaller doses were given so as to avoid 
any cutaneous reactions. Except in the treatment 
of three patients, two of whom died, serum was not 
used in this series. Bronchopneumonia seems to 
be more variable and as a whole less favorably in- 
fluenced than lobar pneumonia. There is no 
definitely proved explanation as to why patients 
with pneumonia respond as favorably as they do to 
roentgen treatment, but the improvement seems to 
be associated with the destruction of the infiltrat- 
ing leukocytes. Roentgen therapy appears to be 
the preferred method in the treatment of pneu- 
monias. So far the only cortraindication seems to 
be definite leukopenia, such as is encountered oc- 
casionally in patients with postinfluenzal pneu- 
monia. 
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SPECIAL COMMITTEES 





Annual Meeting: Dr. A. McKeel, Ada; Dr. H. K. 

Speed, Sayre; Dr. L. S. Willow, McAlester 

Conservation of Hearing: Dr. J. A. Morrow, Chairman, 
—: Dr. Howard Brown, Ponca City; Dr. E. A. Hale, 

va. 

Conservation of Vision: Dr. Milton K. Thompson, Chair- 
man, Muskogee; Dr. William F. Klotz, McAlester; Dr. O. H. 
Miller, Ada. 

Crippled Children: Dr. D. ee Sd nny Chairman, Ok- 
lahoma City; Dr. George S. Baxter, Shawnee; Dr. Ray 
Lindsey, Pauls Valley. 

Industrial Service and Traumatic Surgery: Dr. Earl Mc- 
Bride, Chairman, Oklahoma City; Dr. J. F. Park, McAlester ; 
Dr. G. H. Stagner, Erick. 

Maternity and Infancy: Dr. John A. Haynie, Chairman, 
Durant; Dr. Edward P. Allen, Oklahoma City; Dr. Marvin 
B. Glismann, Okmulgee. 

Necrology: Dr. C. E. Williams, Chairman, Woodward; Dr. 
James L. Shuler, Durant; Dr. E. P. Green, Westville. 

Post Graduate Medical Teaching: Dr. Henry H. Turner, 
Chairman, Oklahoma City; Dr. H. C. Weber, Bartlesville; 
Dr. T. H. McCarley, McAlester. 

Study and Control of Cancer: Dr. Wendell Long, Chair- 

man, Oklahoma City; Dr. Paul B. Champlin, Enid; Dr. 
Ralph McGill, Tulsa. 

Study and Control of Tuberculosis: Dr. Carl Puckett, 
a Oklahoma City; Dr. Will C. Wait, Clinton; Dr. 

J. Moorman, Oklahoma ‘City. 





STANDING COMMITTEES 


Medical Defense: Dr. L. C. Kuyrkendall, Chairman, Mc- 
rove Dr. O. EK Templin, Alva; Dr. W. A. Howard, 
ee. 


Medical Economics: Dr. Bolend, Chairman, Okla- 
homa City; Dr. E. M. Gullete, Ada; Dr. R. B. Gibson, 
Ponca City. 


Medical Education and Hospitals: Dr. Robert U. Pat- 
terson, Chairman, Oklahoma City; Dr. W. P. Longmire, 
Sapulpa; Dr. LeRoy Long, Oklahoma City. 


Public Policy and Legislation: Dr. J. M. Byrum, Chair- 
man, Shawnee; Dr. Sam A. McKeel, ae; Dr. H. K. amg 
Sayre; Dr. W. P. Neilson, Enid; Dr. .C. Pigford, Tulsa. 


Scientific Exhibits: Dr. Halsell a Chairman, Masko- 
gee, Dr. Curt Von Wedel, Oklahoma City; Dr. E. Rankin 
Denny, Tulsa. 


Scientific Work: Dr. W. G. Husband, Chairman, Hollis ; 
Dr. C. Stevens, Seminole; Dr. W. N. Johns, Hugo. 


SCIENTIFIC SECTIONS 


General Surgery: Dr. Stratton E. Kernodle, Chairman, 
635 First National Building, Oklahoma City; Dr. H. G. 
Crawford, Vice-Chairman, Bartlesville; Dr. E. P. Nesbitt, 
Secretary, Medical Arts Building, Tulsa. 


General Medicine: Dr. Minard F. Jacobs, Chairman, Med- 
ical Arts Building, Oklahoma City; die Frank Nelson, 
Vice-Chairman, Medical Arts — ; Dr. Milam F. 
McKinney, Secretary, es 


Eye, Ear, Nose and Throat: eee McHenry, Chair. 
man, Medical Arts Buildi Okiahoma City; Dr. H. 
Davis, Vice-Chairman, Med al Arts Building, Taine? Dr. 
a H. Coachman, Secretary, Manhattan Building, Mus- 








Obstetrics and Pediatrics: Dr. M. B. Glismann, Chair- 
man, Okmulgee; Dr. C. W. Arrndell, Vice-Chairman, Ponca 
City; Dr. C. E. White, Secretary, Muskogee. 


National Building, Muskogee. 


Dermatology and Radiology: Dr. L. S. McAlister, Chair- 
man, Barnes Building, Muskogee; Dr. M. M. Wickham, 
Vice-Chairman, Norman; Dr. John H. Lamb, Secretary, 
Medical Arts Building, Oklahoma City. 
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STATE BOARD OF MEDICAL EXAMINERS 


Dr. Thos. McElroy, Ponca City, President; ~ c. E. 
Bradley, Tulsa, Vice-President; Dr. J. D. Osborn, J ta 4 
erick, Secretary; Dr. L. E. Emanuel, Chickasha ; Dr. +e 
Ray, Gould; Dr. G. L. Johnson, Pauls Valley; Dr. w. Ww. 
Osgood, Muskogee. 
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STATE COMMISSIONER OF HEALTH 
Dr. Chas. M. Pearce, Oklahoma City. 
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COUNCILORS AND THEIR COUNTIES 











District No. 1: Texas, Beaver, Cimarron, Harper, Ellis, 
Woods, Woodward, Alfalfa, a Dewey—Dr. O. E. Temp- 
lin, Alva. (Term expires 1937. 


District No. 2: Roger vt Beckham, Greer, Harmon, 
Washita, Kiowa, Custer, Jackson, Tillman—Dr. V. C. Tisdal, 
Elk City. (Term expires 1939.) 

Pry 3: Grant, Kay, Garfield, Noble, Payne, Paw- 
nee—Dr. A. S. Risser, Blackwell. (Term expires 1938.) 


District No. 4: Blaine, Kingfisher, Canadian, Logan, 
Oklahoma, Cleveland—Dr. Philip M. McNeill, Oklahoma City. 
(Term expires 1938.) 

District No. 5: Caddo, Comanche, Cotton, Grady, Love, 
Stephens, Jefferson, Carter, Murray—Dr. W. H. Livermore, 
Chickasha. (Term expires 1938.) 

District No. 6: Osage, Creek, Washington, Nowata, 
Rogers, Tulsa—Dr. W. A. Howard. Chelsea. (Term expires 
1938.) 

District No. 7: Lincoln, Pontotoc, Pottawatomie, > 
fuskee, Seminole, McClain, Garvin, Hughes—Dr. J. 
Walker, Shawnee. (Term expires 1939.) 

District No. 8: Craig, Ottawa, Mayes, Delaware, Wag- 
oner, Adair, Cherokee, Okmulgee, Muskogee—Dr. 
E. A. Aisenstadt, Picher. (Term expires 1939.) 

District No. 9: Pittsburg, Haskell, Latimer, LeFlore, Mc- 
Intosh—Dr. L. C. Kuyrkendall, McAlester. (Term expires 
1939.) 

District No. 10: Johnson, Marshall, Coal, Atoka, Bryan, 
Choctaw, Pushmataha, McCurtain—Dr. J. S. Fulton, Atoka. 
(Term expires 1939.) 


CLASSIFIED ADVERTISEMENTS 





FOR SALE AT A BARGAIN 


Brand New Wappler Model F. oa 
ment on Mobile Table; consists of Endotherm Unit, 





Corp., 715 Lake St., Chicago. 


FOR SALE — Cheap — X-Ray machine with all 
necessary Overhead material, 2 X-Ray tubes, 5 
Cassettes, Bucky Diaphragm, Developing Tank, 
Frames, etc. Campbell Tilt Table for Fluoroscopic 
work, McIntosh Polysine, 14-Plate Static Machine, 
Burdick Air and Water cooled Quartz Lamp, Mc- 
Intosh Bristow Coil. All this has to be seen to be 
appreciated. Dr. Kuchar, Yukon, Okla. 











